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The following report has two points of origin. The first was a practical need 
to aid a scattered handful of adolescents domiciled throughout the 4,200 beds of a 
provincial mental hospital and affiliated psychiatric clinic. The second was the 
relative dearth in the literature of detailed guides for such an endeavour. This 
lack necessitated the thrashing out of a workable philosophy applicable to a pilot 
treatment group of teenagers. 

The Problem 

It has been the strong impression of the hospital’s medical and case-work 
staffs that adolescent patients of both psychotic and non-psychotic diagnoses 
require differential management. This age group tended to be a thorn in the 
flesh of staff and of adult patients, for whom wards are normally structured. This 
was by virtue of their queerly aggressive behaviour or of a tendency to be neglected 
if withdrawn and submissive. The clumsy self-assertion of these patients, a cari- 
cature of adult behaviour, their turbulent sexuality, and their emancipation 
problems, marked them off sharply from our few prepubertal juvenile patients 

Late in 1953, reports of Warren (18, 19, 20) and Cameron (7, 8) provided a 
stimulus to do something about this situation. Since a ward to accommodate 
adolescents would be out of the question for several years, a group psychotherapy 
type of project seemed the desirable partial solution. 

A group of teenagers was drawn together and the experiment initiated early 
in February, 1954. The project has continued, with summer intermissions, to 
the Spring of 1957. 

This report is that of the psychiatrist associated with the project. It is to 
be taken in conjunction with a report (16) by the social groupworker who was 
the co-organizer and co-therapist of the group. 


The Literature 

The status of pathfinder in treatment of disturbed adolescents undoubtedly 
goes to August Aichhorn of Vienna, whose classical book (2) was 
first published i in 1925. His keen and down-to-earth understanding of pedagogic 
psychology appears to have been richly complemented by his psychoanalytic 
training. Against considerable opposition from orthodox correctional authorities, 
Aichhorn carried out in his school “what might be called a pr actical psychology 
of reconciliation”. “From the very beginning we felt intuitively that above all 
we must see that the boys and girls from fourteen to eighteen had a good time— 
they were human beings: who had found life too hard, whose antagonism to society 
was justified.” “The more the life of the institution conforms to an actual social 
community, the more certain is the social rehabilitation of the child.” (2) In this 
work, Aichhorn was concerned, perhaps for the first time, with the basic nature 
of behaviour pathology. Other workers had been concerned with control of the 
symptoms. It was his belief that the hate engendered by bad child- parent relation- 
ship had to be corrected, but more, that subtle neurotic distortions of instinctual 
and affectional life had to be worked out, not only in the group setting of an 
institution giving wholehearted love and pri actising permissiv e€ equanimity, but in 
the setting of a strongly positive transference to an individual therapist or parent- 
surrogate. (An interesting note is that in this school, housing the most aggressive 
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and destructive adolescents, no obscene writings were to be found in the bath- 
rooms!) An important emphasis is made in this work upon the necessity of the 
children’s feeling their way, gradually and spontaneously and as slowly as they 
wish, into meaningful relationship first within the group, and then with the 
individual adult worker. 

Redl and his group, (15) dealing with delinquent and pre- delinquent pre- 
pubertal boys in a full-time treatment home, have evolved a detailed psy chology 
as well as therapeutic tactics for these per rsonalities pressured by extreme hostility. 


He writes, “. psychiatric treatment of the classical style . . . does not seem to be 
indicated in their case. Most of them are entirely unverbal . . they cannot relate 
to an adult with whom they have relationship only in talk or - play a. + ae 


children cannot use interview therapy techniques nor w isely planned recreational 
nor educational programme, due to their disability in communication, their para- 
noid orientation, and their baffling readiness to act out tensions. Accordingly, 
group treatment must be for them prolonged, actional in character, supplied with 
many controls and supports, and designed both to mature their malformed ego 
structure and to counter the delusional quality of their value systems. “.. . these 
children’s behaviour” he says, “is not harder to. read . . . it is only more difficult 
to bear.” ; 

Bettelheim (3, 4) also directs a full-time treatment school for schizophrenic 
and pre- schizophrenic children of both sexes up to 15 years old. He points out 
that, having never formed effective personalities, they require long term treatment 
(six years in some cases), based on a daily group living progr amme with a high 
staff-patient ratio. Diagnosis and treatment proceed concurrently in the play- 
room, dining room, bathroom, etc. in both communal interaction and ‘ ‘marginal 
interviewing” by trained workers. Very considerable self-determination is ac- 
corded both patients and staff. The former are encouraged to feel slowly 
toward relationship with the latter, who do not direct intensive individual at- 
tention till the patient asks for such attention. The latter, acting within a con- 
sensual philosophy, are encouraged to be spontaneous in self-expression, and in 
this way the children are allowed a variety of parent-surrogates from whom to 
choose their therapists. 

Among more strictly medical reports are those of Barker and Milligan (5) on 
10 years’ experience with children of 7-11 years. Cameron (7) refers to in-patient 
programme for both sexes under 12 years. In a sy mposium published in 1950, 
Cameron (17) states that psychotic adolescents are unsuitable for either children’s 
or adults’ wards. Bardon and Mackeith in the same sy mposium express their 
belief that psychotic adolescents do quite well in ordinary hospital setting. A 20 
bed unit for adolescents under 16 years is briefly mentioned, as is a 45 bed resi- 
dential school where children up to 15 years were treated, including some pre- 
psychotic personalities. These papers do seem to emphasize the need for specific 
hospital accommodation for ill adolescents and to raise the question of what the 
requirements are for such accommodation. 

Warren (18, 19, 20) and Cameron (8) have reported experiences with the 
group in- patient treatment of adolescents at the Bethlehem Royal and Maudsley 
Hospitals in London, E ngland. Besides discussion of formal staffing and treat- 
ments, Warren has laid considerable stress on the induced and spontaneous group 
interactions in the two 16 bed wards in this unit. As influences upon treatment, 
noted are the special needs for acceptance and security among adolescents, particu- 
larly delinquents, and also the “middle course” of freedom within clear limits which 
was required to meet the needs of both aggressive and inhibited patients. Warren 
felt that delinquents represent as serious a treatment difficulty as severe obsessionals. 
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Cameron describes spontaneous evolution of group psychotherapy on the male 
adolescent ward while formal group psy chotherapy was commenced early in the 
female ward. He notes that patients’ libinal attachments tended much more 


towards staff than towards their peers. This, incidentally , Was a reassuring note 
in view of the often-feared difficulty that adolescent patients may become over- 
attached towards each other. Many diagnoses are embraced in these wards, 


about 3 out of 5 being neurotics, the remainder evidently psychotics and delin- 
quents. Only acutely “disturbed cases and those on shock therapies were managed 
elsewhere in the hospital. One would interpret these authors as emphasizing a ) 
an unusually controlled therapeutic setting, (2) individual somatotherapy and 
psychotherapy, (3) spontaneous and formal group psychotherapy, (4) social case- 
work to parents, (5) occupational therapy and formal schooling, (6) an unusually 
high staff-patient ratio. 

Hacker and Geleerd offer what comes very close to being a general psycho- 
pathology of adolescence with some general rules for individual | psy chotherapy. 
These authors report failures related to completely permissive analytic treatment, 
and successes, at first surprising, following physical restriction during treatment. 
“.. the fact that adolescents of the acting- -out type do better in an atmosphere 
of restrictions rather than of unlimited freedom is an indisputable, empirical 
finding. ... freedom... is not under all circumstances [therapeutic].” The major 
aim in therapy would appear to be to control the instinctual energies which seethe 
towards the surface in adolescence, reactivating conflicts such as the Oedipus 
situation, and to obtain solution by (1) strengthening the patient's ego resources 
through identification, (2) reducing the internal danger by imposition of limits 
and (3) ) assisting in the recognition of inevitable reality. A paper by Wittenberg 
(21) carries on a similar thesis as to the general processes of adolescence with its 
rising instinctual tide, and describing the therapist’s goal in aiding the harassed 
ego in resynthesis. Both these papers emphasize positive activity on the part of 
the ther rapists. Oliver and Danielson (14) reported a programme for schizophrenic 
adolescents in a mental hospital. Virtually all of their psychotic adolescents had 
been gathered in a 50-bed cottage under a “multi- oe programme of nursing, 
discussion groups, sports, occupational therapy, group psy chotherapy, aided by 
drawing and painting, and individual psy chotherapy. The philosophy of this 
treatment programme seems to emphasize the learning and relearning inherent in 
group living and self- expression with much stress being laid on repeated confer- 
encing to promote consensus of attitudes among staff. The authors report the 
problems of ward management have greatly decreased as compared to the period 
when these adolescents were domiciled on adult wards. In a personal com- 
munication, Dr. Oliver informs us of his belief that schizophrenic adolescents 
cannot be successfully managed with non-psychotics. 

Wollan (22) describes two projects for adolescent boys. One for 12-16 year 
olds, was for the study and preparatory treatment of juvenile probationers. In 
two hour meetings five days a week, a programme of athletic and craft activity, 
interviews, testing, and some schooling was afforded; length of participation in 
the group was 7 to 12 weeks. Wollan’s other group, a private school of 100 boys 
with social adjustment difficulties, provided 24-hour treatment for a period of at 
least two years. The boys participated in a larger or smaller number of a large 
variety of social and therapeutic groups. Discipline by student government and 
even an economic system are features of the school. 

Reports on group psychotherapy per se with adolescents of both sexes are 
hard to find. Ackerman (1) reports ten years’ experience with weekly mixed-sex 
groups, and lays stress on the heterosexual interaction as colouring behaviour and 
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progress in treatment, w hile group psychotherapy challenges and helps the ado- 
lescent to complete his incomplete self. In these groups, ‘attendance was volun- 
tary, some fees were charged, and attendance was high; co-therapists of both sexes 
were present; optimum size of the group was 8 to 10, with ages ranging from 16 
as high as 27; all except frank psychotics were included. All ‘patients had 
individual therapy in addition and before they entered the group. The report 
gives many details of the pattern found in these adolescent groups, suggesting 
the importance of non-verbal behaviour, rapid shifts in activity, strong empathies, 

emotional release, a more correct self- perception, and the working through of 
distorted transferences as having therapeutic effect. The therapist has to modify 
his techniques to include ability to discern group and social dynamics, and to be 
more active and self- revealing than in other psychotherapies. 

The only other report on mixed groups discovered by the author is that of 
Boenheim (6), at the Tavistock Clinic. A pilot group was selected carefully, 
and comprised five girls and three boys with ages from 16 to 20. A second group 
comprised seven slightly older patients of 18 to 20. These were open groups, led 
by male and female co- therapists, meeting once w eekly. It soon became clear 
that the ther: apists could not be completely passive as in adult groups; serving of 
tea proved to be a useful catalyst and a number of individual interviews by the 
therapist were necessary. The process of ther rapy was based on the lack of fixity 
and the incompleteness of the adolescent personality, which influenced much of 
the dynamics of transference and repression. Five of the six patients followed up 
were helped in lessening anxiety and depression and in improvement of social 
and intimate relationships. 

The publications summarized here which were available early in 1954, failed 
to answer all the exigencies faced by the author and his colleagues. Besides 
leaving gaps in practical management methods, the large question arose as to the 
“personal equation” so evident in such outstanding workers as Aichhorn, Red] and 
Bettlheim, and which could not possibly be duplicated in the current setting. 
his report, accordingly, includes some hints of the struggle for definition of a 


working philosophy as well as outlining the unfolding of a practical treatment 
situation. 


Natural History of the “‘Adolescent Treatment Group” 
The project which came to have this rather colourless title began with simple 
aims. 
It was hoped to gather the lonely and dislocated teenagers of all diagnoses into 
a peer group forum in which they could act and talk without the constraints alw ays 
present in adult-directed and adult- populated wards. Further, it was hoped to 
gain a pilot experience toward ultimate setting up of a partially self-governing 
ward or wing for adolescents. In the process ‘and with considerable faith in the 
efficacy of group psychotherapy, it was hoped to ameliorate the emotional disturb- 
ances of the enrolled patients who, in most cases, were receiving no specific therapy. 
This programme, it was hoped, would consist of regular meetings twice to 
thrice weekly, in a spot designated as the teenagers’ own domain. Initial assets 
were me: — \ small office with adjoining w ashroom was found attached to the 
hospital’s billiard room. A large table containing a sandbox, and some toys, 
some pencils and paper, and a working arrangement with the diet kitchen, formed 
the only equipment. Later, the large billiard room and a fenced-in recreation 
court; a blackboard, some games, paints and plasticine; and finally, the loan of a 
log cabin far out on the hospital ¢ grounds, became accessible. 
Le adership Was assigned to the author, a male psychiatrist. Most fortunately, 
two weeks after the group started meeting, a competent female groupwor ker 
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joined the social work staff and was immediately assigned as co-leader to the 
adolescent project. 

The initial membership of 5 boys and 5 girls had been chosen by a review of 
records and individual interviews. It included 3 psychotics, 2 neurotics, and 5 
behaviour disorders, with ages ranging from 14 to 20. In the case of the neurotic 
diagnoses and behaviour disorders, the most severe types are of course represented 
in a closed psychiatric institution. Each of these individuals had received 
least one personal interview from the group leader and attendance had been 
defined to them as voluntary. “Voluntary” is a highly relative concept in a large, 
closed institution, with its many different types of wards and its different degrees 
of security and authoritarianism. In fact, the difficulty of obtaining consensus 
among nursing and other staff of different shades of training and opinion, is 
almost insuper rable. Despite this, attendance never became a major problem 
throughout the first year or more of the group’s operation. 

The first meeting was a somewhat tense and tentative affair, in which the 
group leader gave some briefing, promoted introductions, attempted to get a 
couple of table games going and, finally, wheeled in the dinner wagon with 
refreshments. After some initial discussion, the group quite willingly voted to 
pledge themselves 100°, attendance for the first month. 

During the two months of inception of the group, meetings took place two 
mornings weekly for 1-14 hours. The doctor led alone the first month and 
meetings were confined to the club room. Activities consisted of permissive 
round-table discussion, seated and moving games and serving of simple refresh- 
ments. An aggressive, delinquent g girl and a neurotic boy emerged as leader and 
lieutenant within a few meetings and began to offer suggestions, to conduct games 
and to take charge of refreshments. Meetings of the first month were exceedingly 
strenuous and harassing, with endless outpour of hostility toward hospital staff 
and therapist, bickering among members, explosions of profanity and obscenity, 
constant and pressureful testing of limits, and a failure to organize into any 
consistent discussion or consensual activity. The one great unifier appeared to 
be food, at the serving of which, and despite much complaint of its quality, a 
relative peace and order would descend. Despite this highly ambivalent tone, 
attendance was high, some group feeling and structure developed and some mutual 
affection between members and therapist came to be sensed. 

One month after commencement, the social group worker entered active 
leadership. She gained gradual acceptance with her contribution of richer 
resources in social techniques. In this second month, spatial limits were expanded 
into the adoining billiard-recreation room, into the fenced outdoor recreation 
court, and thence into the large and wholly unfenced hospital grounds, consisting 
of park land, farm land, river, and bush. Each such expansion brought a period 
of increased tension and testing. Programme activities came to include vigorous 
group games and short hikes, and an increase in group integration continued. 

For the subsequent 12 months meetings were three times weekly. On 
Tuesday mornings the group worker alone led a 1% hour social session confined 
to the club room, recreation room and recreation court. A girl’s escape occurred 
following this reduction to single leadership. A request for more extensive 
discussion was expressed and accordingly a Wednesday morning “Group Psycho- 
therapy” hour was commenced, led by the doctor alone in the club room. F riday 
mornings, a longer (2 to 24% hours) social meeting involved both leaders and 
permitted hikes and outdoor games. 

Further growth in group value systems occurred gradually in this twelve 
month period, with increasing self- determination in group behaviour. Interesting 
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fluctuations of group function and tonus are traceable in retrospect and can be 
fairly clearly attributed to alterations in factors of composition. This fluctuation 
deserves se parate treatment and forms the subject of a separate communication( 23). 
By the Spring of 1955 a remarkable high point in group maturity was evident. 
Verbal discussion now occupied considerable portions even of social sessions; 
energetic interactions took place within the security of a fiirm group cohesion; 
and complex planning regarding activities was not only possible but was carried 
largely by natural rather than by professional leaders. The psychotherapy sessions 
in earlier phases had seemed at best a process of random ventilation. Now they 
seemed coherent and truly therapeutic. 

No new referrals were taken after the end of March 1955, since it was planned 
to taper off toward a break for staff summer vacations and an intensive assessment 
of the adolescent group project. The group was informed of its coming dissolu- 
tion. Proceedings during these two months centred largely around planning, 
organizing, equipping and practising of a softball team which finally challenged 
and play ed a team of physicians and social workers, the group entertaining their 
opponents after the game. 

The group broke up on June 2nd, 1955, exactly 16 months after inception, 
at a wind-up picnic at a par k some 20 miles from the hospital, during which there 
were many positive expressions of feeling, nostalgic reminiscences, and anticipation 
of meeting again. 

During an intensive review of experience to date, the leaders decided that 
both must be present at future meetings for effective co-leadership. Referral 
procedure was also “tightened down considerably. Perhaps due to this, to staff 
turnover, and to other factors, so few new referrals were made that it was only 
at the beginning of November 1955 that the leaders finally decided to launch 
meetings again ‘with what would be an incomplete group both in number of 
members and in over-all composition. Only two members of the old group were 
re-enrolled. 

The 1955-56 term was run in three blocks, the group officially dissolving after 
each block. At first, twice-weekly, jointly-led meetings were offered, one “desig- 
nated psychotherapy and the other social. The old-time members of the group 
soon emerged in natural le: adership. In the psy chotherapy meetings personal 
problems began to be discussed fairly soon, although without the kind of clear 
resolution that one might expect in adult groups. The social periods seemed to 
be particularly energetic with a far greater degree of group cohesion than might 
have been expected after the long summer break. Group composition remained 
unbalanced and incomplete for the first month. In this block one very noticeable 
feature was the constant demand of the group for more attention and more service 
on the part of the leaders. 

In the new year block the leaders offered to give three meetings weekly, the 
choice of activity being up to the group. Accordingly, a larger number of meet- 
ings occurred in this three month period. Two major policy changes came about. 
First it began to be defined with other staff that the group would now be com- 
pletely voluntary. This decision follow ed, paradoxically, a “showdown” with a 
neurotic boy who made a good relationship with the group only after being rather 
severely pressured into attendance. The second innovation was that the recre- 
ational department of the hospital began to offer an afternoon programme for 
teenagers in collaboration with the leaders of this treatment group, with physical 
exercises, games and refreshments. Within a few weeks of this innovation, the 
group's social meeting came to be held after the regular Friday recreational 
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meeting. The natural leaders almost wholly organized a party to mark the end 
of this “block. 

In the final block of April and May 1956 further progress tow ards voluntary 
and self-motivated attendance took place. The social sessions held after the 
recreational meeting on Fridays were now thrown open to self-referral. The 
other weekly meeting, group psy chotherapy, was restricted to those officially 
referred by their physicians and accepted as suitable. The final meeting for the 
summer was a very ambitious effort under joint leadership of the psy chiatrist, 
group worker, and three members of the recreational department, and consisted 
of a picnic to a boys’ camp, again some 20 miles away, attended by a large group 
of 19 patients, many of whom were unknown to the leaders. At this point the 
members of the recreational department showed such excellent understanding of 
the needs of these young people and appeared able to accept so much of their 
deviant behaviour that continuity of the project was entrusted to their care as an 
open group for the summer months. 

The group’s progress from October 1956 to its final termination will be noted 
only briefly. With vastly increased involvement of hospital staffs, and with a 

“momentum” established among the teenage hospital population, the group was 
now thrown open to complete self-referral as well as completely voluntary atten- 
dance. Attendance figures and meeting programme remained much the same as 
the previous term, as did membership and composition, superficially at least. With 
staff transfers and changes (the original groupworker left the group in June 1956 
and the psy chiatrist in January 1957 ), and with a gene! ral drastic shortage of 
trained staff, the life history of the group came to an end in June 1957 


An Estimate of Net Results 


Both formal and informal results of this experience need to be presented. 
The figures shown should be critically assessed by the reader, since they necessarily 
are of an arbitrary nature. They apply only to the period 1954-1956, when the 
group was a stable closed one; the open group of 1956-57 cannot be presented in 
a numerical fashion, and further it passed out of direct observation of the author. 

The number of patients treated during the period from February 1954-May 
1956 totalled 56: 30 boys and 26 girls. T here were a dozen outright rejects, and 
15 accepted for the group never r attended due either to their own refusal, to early 
discharge or escape, or to the priority of other types of treatments. 

Noted in the following table of assessment of results are patients whose 
exposure to the group was assessed at being as complete as it could be, against 
others who (it was felt) could obtain significant further interaction. Good, fair, 
and poor results were estimated: 

“Good”. Social and psychiatric improvement with remission of anxieties 
and other symptoms and significant development of social ease and skills. 

“Fair”. An improvement in social adjustment or “social recovery” with 
apparent persistence of the basic psychiatric difficulty. 

“Poor”. Social and psychiatric status unchanged, or worse. 

The psychiatrist and groupworker made independent judgments of results, 
which were then pooled. It proved impossible to involve all ward physicians and 
others (due to work pressures) in the assessments. The following results simply 
note the position of patients at the time they left the group regardless of other 
concurrent therapies, persistence of improvement, etc.; careful comparison suggests 
that patients receiving individual psychotherapy and casework did better in the 
group than those receiving somatotherapies or no other specific treatment. 
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“‘Complete”’ 
“Incomplete” 


““Complete”’ 
“Incomplete” 


“Complete” 
“Incomplete” 
Boys 

Girls 


Total 


PSYCHIATRIC ASSOCIATION JOURNAL Vol 
Results 
Result 
Good Fair Poor 
7 5 1 
2 1 
3 2 
2 
a 3 2 
3 9 5 
12 9 9 
5 14 7 
17 23 16 


. 4 No. 2 


Totals 
30 
26 


The type and number of meetings held is indicated in the following table: 


Ince ption pha S¢ 


Feb.— Mar. , 54 


Normative period 


Apr. ,54—Mar.,55 
Taper off 
\pr.-May,55 
Block 1 

Nov Dec .55 
Block 2 

Jan.— Mar. , 56 
Bloc k 3 

\pr.— May ,56 


Groupworker 
0 


Groupworker 
Social 


51 


Joint 
Psychotherapy 
6 


Meetings 


Psychiatrist Joint 
11 5 
Psychiatrist Joint 
Psychotherapy Social 
49 52 
8 9 
Joint Rt. Dept. 
Social Meetings 
9 0 
13 9 
7 8 


Total 
16 


35 (+9) 


14(+8) 


The number of patients present per meeting varied from 6 to 14; at most 
times the attendance was around 10. The duration of membership in the group 
generally ranged from 2 to 10 months, with extremes of one week and sixteen 
months. Ages ranged from 14 to 24 in closed meetings and as high as 30 in the 
open self-referred meetings. 


An attempt was made to summarize the expenditure of staff effort in March, 


1955, a typical point in the group’s operation. 


Included in this estimate was the 


time taken planning, conducting and recording meetings; conferencing, office 
work, and other general preparations such as telephoning wards, making liaison 
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with medical and nursing staff and ordering diet; preparing club room and materials, 
cleaning up, requisitioning and obtaining equipment; escorting security risk 
patients, individual interviews on the ward, both in referral and progress, consul- 
tation of files, etc. This totalled about 25 man-hours weekly as a minimum and 
at this time represented 8, man-hours expenditure per meeting. Checked against 
the average length of attendance of patients this represented about 43'4 man- hours 
of leader time “expended per patient treated. These figures take no account of 
time expended by other personnel, nurses, occupational ‘therapists, dietitians, pro- 
jectionists, bus drivers, etc. 


Discussion 

As far as the achievements of this pilot treatment group go, perhaps the single 
greatest benefit has been in developing a consciousness among staff generally that 
this age group can be assimilated and dealt with in treatment. This therapeutic 
climate grew partly by diffusion from the group’s members, partly from the 
repeated informal conferences and contacts made by staff generally with the 
leaders of the group. A clear result appears to be that within one year of the 
group’s inception grossly disturbed teenagers became a very rare problem in 
hospital, whereas formerly the night staff, in particular, was constantly “battling” 
with several such cases. 

In the formal results estimated above, achievement with the psychotic mem- 
bers (all schizophrenics) raises the consideration whether (as Oliver recommends) 
psychotics should be excluded from a therapy group as much as mental defectives. 
On the other hand the response of quite severe behaviour disorders is surprising 
and pleasing, particularly since it was felt that many of this group were not treated 
to the extent which they might have been. This must, of course, be balanced 
with the well-known fact that behaviour disorders relate well to a good and ac- 
cepting environment and tend to relapse when again exposed to their own un- 
favourable homes. 

This group was aimed first of all toward treatment and rehabilitation, that is, 
not simply to keep occupied and happy those patients who seemed headed for 
indefinite hospitalization. As far as is known only three members have remained 
as long term patients who were members of this adolescent treatment group, 
although some have been readmitted. The only rigid criterion for selection was 
that of intelligence. A floor of 1.Q. 80 (usually Wechsler-Bellev ue) was set as 
a minimum. Assessment procedure was made as objective as possible. The two 
cases where a component of pity swayed the decision for acceptance into the 
group did poorly despite prolonged membership. Because of the limited number 
of referrals to choose from, assessment criteria were flexible and at times merely 
expedient. The psychiatrist’s viewpoint centred around the individual patient 
and the nature and seriousness of his socio-psychological disturbance. As the 
group progressed the psychiatrist accepted more and more the necessity for 
viewing such individual diagnostic features in terms of the current group status. 
The groupworker’s point of view was toward incorporation of individual patients 
into a certain structure by virtue of their own social position, family structures, 
interests and the like. Age was never held to as a rigid criterion. Nevertheless 
no patient above 22 or below 15 did well in this group, probably largely because 
they could only enter as marginal members. Other individual features such as 
severe withdrawal or an infantile or adult self- -concept proved to be reasons for 
exclusion from the group which stood the test of experience. On the other hand, 
possession of social skills such as ability in athletics, dancing, music or art proved 
to be a positive prognostic indication, possessors of such skills almost invariably 
doing well in the group and showing leadership potential. 
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The initial plan was to include roughly equal proportions of neurotics, 
psychotics and behaviour disorders. In adult groups it has been the author’s belief 
that mixtures of diagnoses give the most fruitful interaction. In the group under 
discussion there were rarely one third psychotics among the referrals. Our 
behaviour disorder referrals tended to be well over one third. In practice, optimal 
functioning of the group took place with neurotics approaching a majority. With 
behaviour disorders approaching or exceeding half the group, group life became 
tense and discordant, verbal and conceptual performance fell off, and jealousies, 
bizarre homosexual allusions and various hostile actings out became common. For 
example, four patients escaped together at one such period. Psychotics never 
were in the majority and one or two withdrawn, bizarrely verbalizing ones were 
often more than the group could assimilate. 

No patient was rejected because of diagnosis alone. Entry of a few patients 
was deferred because of their individual pathology and three patients had to be 
removed after a trial of treatment. 

The vexed problem of individual nosological diagnosis was very much in 
evidence as attempts were made to assess these adolescent patients. Tt was not 
long before the practice was adopted of categorising patients simply as neurotic, 
psychotic, or behaviour disorder. It is the author’s feeling that a fixed nosological 
diagnosis, and particularly that of character disorder, should never be attached 
to an adolescent, at least without prolonged and intimate study. 

The male leader of the group was a psy chiatrist who had had formal experi- 
ence of group psychotherapy of adults, and some informal group projects with 
normal and delinquent juveniles. The female leader, a social group worker, had 
had a varied experience with normal children and adults and was presently 
working for the first time in a closed setting with ill persons. Most obviously, 
this co- -leadership suggested roles of father and mother (9). Officially, both 
leaders had equal status. The author, however, believes that no co-leadership 
can be co-equal in either role or status in the eyes of a therapy group: one leader 
is inevitably regarded as chief, the other as lieutenant, and the statuses ascribed 
must be realistic: ally discerned during the therapy. In this group, many hints 
were given that the group mostly regarded the psychiatrist as the ultimate author- 
ity. Since the groupworker was without doubt the harder- working of the pair, 
some reasons need to be found for this ascription of status. On a reality level, the 
role of physician is well established and doctors are understood to have authority 
and charge in a hospital. The social caseworker’s profession, and more so the 
groupworker’ s, are often most nebulously understood, and frequently confused 
with notions of “charity” and even incompetent benevolence. More important in 
this group, whose reality testing was at best limited, seem to be transference 
factors. Subtle memories of covert, intense, and prolonged deprivation in early 
childhood seem in many of the teenagers to have produced strong hostility dis- 
placed to mother-surrogates, together ‘with attempts to devaluate them. 

The psychiatrist and groupworker attempted therefore to maintain qualita- 
tively differing roles. The doctor was to be responsible for psy chiatric diagnosis 
in selection of cases, and was to contribute to group interactions through the use 
of free discussion and transference interpretation. The groupworker was to be 
responsible for social diagnosis, reality-orientated discussion, and non-verbal 
techniques of group promotion. Paternal and maternal roles were differentiated 
as clearly as possible. Thus, the psychiatrist held at times an authoritarian as well 
as permissive position, coached games, “navigated” on hikes, sided with the shyer 
boys, and perforce resurrected previous experiences of social, athletic, camping, 
and teaching activities, as well as constantly learning from the groupworker’s 
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training. The groupworker held to a “nar gpe’y and succoring position except 
at some critical periods, cooked, served food, and attended to the girls’ needs and 
also to those of sensitive and withdrawn patients generally. She also had to 
acquire much understanding of psychiatric diagnosis and to perform interpretation 
and resolution of interpersonal situations not found in “normal” groups. 

In the group under discussion, the leaders became increasingly confident in 
imposing controls and seeing positive results. Anxiety and disruptive behaviour 
were heightened each time limits were widened too rapidly; ; and at such times the 
monotony of old games and old spatial limitations proved satisfying. Such control 
first postulated an atmosphere of mutual liking and confidence. 

Verbal interactions and verbal controls did not appear to be very pow erful 
with these emotionally disturbed teenagers. W hile the group psychother rapy 
portion of the programme did at times achieve solution of problems in its own 
right, at many periods it seems to have represented at most one form of personal 
interaction between the patients and their parent-surrogates, the leaders. The 
most effective part of programme would seem to have been the jointly- -led social 
session. The similarity to a family with its interplay of activities and feelings 
and the active acceptance, guidance, and control of the parent-like leaders, can- 
not be denied in this setting. 

The author would contrast the degrees of activity and self-revelation appar- 
ently necessary in treating adolescents and adults respectiv ely. With adolescents, 

various forms of active ‘relationship and active inter rplay, active assistance and 
active control, and the offering of a figure or figures for identification, seem 
necessary for effective treatment. Less effective with adolescents are the psycho- 
therapeutic techniques used with adults: an unhurried reserve on the part of the 
therapist, and extensive reliance on verbal and conceptual dealing with emotional 
conflicts. 

The extent to which controlling functions had to be demonstrated in action 
by the leaders was not great. Limits of space and time usually sufficed. A clear 
understanding was not far from the group’s consciousness, however, that there 
existed a boundary beyond which the leaders must be capable of successfully 
exerting phy sical restraint, such as to prevent a member from striking or escaping. 
This function was only demonstrated thrice, and then by the “ father” psy chiatrist: 
twice by firm manual restraint, once by a vigorous tongue- lashing. 


Generalizations Developed Regarding Philosophy and Techniques 

The following general outline represents the philosophy evolved by the 
author from a sy nthesis of the hints contained in the liter rature, the experience 
with the group ‘of adolescents described above, and repeated discussions w ith 
colleagues, particularly the co-leader of the group. In general, these young people 
have all been damaged by a lack of stable affection from their parents (including 
adoptive parents, fostering and corrective institutions, etc.). Active emotional 
rejection and starvation with rigid control results in some in neurotic and psychotic 
personality makeups. In some, a callous rejection combined with a confusing 
indulgence results in acting-out behaviour disorders. 

The first requisite in treatment would seem to be to afford all these individuals 
an unqualified personal acceptance. After this acceptance is perceived, secondary 
aims can be carried out, by supporting the inhibited neurotic and psychotic into 
more confident self- expression, and by channelizing the actor out into controlled 
and affectionally meaningful behaviour. These patterns then become at least 
partly internalized in the “atmosphere of personal acceptance. 

The hierarchy of these aims appears to be emphasized in a hospital setting, 
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which represents to many teenagers a preponderance of impersonal régimes over 
individual existence and acceptance. 

The functions of acceptance (or love) and control (or chastening) cannot 
really be delegated to different staff, though the ward nurse, the caseworker, etc., 
practically have to carry differing proportions of these functions. Therapeutic 
personality ¢ erowth occurs optimally when a combination of friendship, affection, 
guidance, and restriction stems naturally and freely from a single key therapist, 
or a manageably small staff group who can all be identified by the patient as real 
people. Ww holly permissive management permits disintegt rating anxiety in the 
face of internal instinctual threats. W holly restrictive management encourages 
withdrawal and cessation of personality growth, with or without impossible 
counter-aggression. 

Summary and Conclusions 

A 3% year pilot project with group treatment of emotionally ill adolescents 
in a mental hospital setting is reported. Twice or thrice weekly meetings com- 
bined techniques of group psy chotherapy and social groupwork, and required 
a relatively high expenditure of staff effort of about 25 man-hours weekly. The 
group incorporated patients of both sexes, an age range of 14 to 24 years, and 
diagnoses of both neurotic, psychotic and behaviour-disorder types. 

In the first half of the group’s life, the group therapy represented the only 
specific treatment most of its members received. Later, individual somatic and 
psychologic treatment was received by about half the members. About two- 
thirds of the candidates seemed significantly benefitted; least changed were the 
psychotics, while those with behaviour disorders i improv ed unexpectedly favour- 
ably. Perhaps the most beneficial result of the group’s life, however, was a change 
in the whole staff's attitudes and the emotional climate of the hospital in regard to 
adolescent patients, with a decrease in the number of “troublesome” teenagers on 
the wards. 

The literature and the experience with this group suggest that the filling of 
a previous deficit in affectional satisfaction comes high in the hierarchy of treat- 
ment needs of adolescents. A considerable activity is necessary on the part of 
therapists, who must reveal themselves in a variety of non- verbal roles differing 
from standard psy chotherapy with adults. In this group, social interaction guided 
by two co- therapists of Opposite sexes appears to have been the most effective 
treatment method. 
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Résumé 

L’auteur rapporte les résultats d'un projet de recherche, s’étendant sur une 
période de 3’) ans, qui a consisté a employer le traitement de groupe chez des 
adolescents présentant des troubles é¢motionnels. Les techniques combineées de 
psychothérapie de groupe et de resocialisation requirent du personnel un travail 
laborieux se totalisant par 25 heures de travail par semaine reparties en deux ou 
trois sessions. Le groupe a l’étude était constitué de personnes des deux sexes, 
d’age variant de 14 a 24 ans et de diagnostic de névrose, de psychose et de troubles 
du comportement. 

Dans la premiere partie de la recherche, la psychothérapie de groupe cons- 
tituait le seul traitement spécifique offert a plupart des membres. Plus tard, 
la moitié du groupe recut un traitement individuel somatique et psychologique. 
Deux tiers des candidats montrerent une amélioration importante; les psychotiques 
furent ceux qui en benéfici¢rent le moins, alors que ceux qui présentaient des 
troubles du comportement firent des progrés inattendus. Cependant le résultat 
le plus remarquable dans la vie du groupe fut peut-ctre le changement dans les 
attitudes de tout le personnel et dans le climat émotionnel de lhopital vis-a-vis 
ces adolescents, avec comme résultat une diminution du nombre d’individus diffi- 
ciles dans les salles. 

Une revue de la littérature et cette experience sur ce groupe suggerent que 
la gratification des besoins affectifs vis-a-vis ceux qui ont souffert de carence se 
place au premier rang dans la kyrielle des traitements pour adolescents. Les 
thérapeutes doivent ¢tre passablement actifs et diriger leur action dans des roles 
non-verbaux, differant en ceci de la technique habituelle de la psychothérapie 
avec des adultes. Dans cette experience, la direction apportée par les deux cothé- 
rapeutes de sexe opposé dans les échanges sociaux semblent avoir été apport le 
plus efficace du traitement. 
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PSYCHOSEXUAL IDENTIFICATION (PSYCHOGENDER ) 
IN THE INTERSEXED 
By 
Danret Capron, M.B., M.R.C.P., D.P.M.! 
Carvin Ezrin, M.D., F.R.C.P. (C)? 
and 
Parrick Lynes, M.D., D. Psych.* 


Introduction } 
Our initial interest was aroused by encountering the problems of inter- 


sexuality in psychiatric practice. The field of enquiry soon opened up. Did this 
manifest pathology of sex present in the anamnestic matrix account for break- 
down in living? How is one to diagnose transvestitism and homosexuality in the 
intersexual? On what criteria should one favour one gender or the other in the 
treatment of the intersexed? 

We soon realized that the thinking on these problems was confused, hence 
the literature misleading, the nomenclature as ambiguous as the sex of the patient, 
and clinical decisions biased by professional expediency, personal idiosyneracy and 
shaky theory. Worse, some guiding posts of dynamic Psychiatry erected on 
psycho-analy tic theory began to crumble. We had to make our own fresh de- 
finitions and use as unbiased a phenomenological approach as free from pre- 
judging as possible. 

Sc: rutiny of the material taught us that the crucial psychological constant to 
be assessed was the person’s gender identification, hence role; then the orientation 
towards a sex object, hence sexual behaviour. We called all this Psychogender. 
We sought to define it and uncover its determinants. Once a way of determining 
the psychogender was established, the field of enquiry resolved itself into a dual 
set of problems: 

1) The development of psychological criteria for handling decisions on the 
treatment of the adult and infant intersexed patient, and 

2) The use of this cruel caprice of Nature as an experimental situation from 
which we may glean implications vital to psychiatric theory. Many of these 
avenues opened by us would have to be explored by others. 

Method 

In order to separate the psychiatric from the somatic material we divided 
our team, obtained clinical and laboratory data and made a decision independently 
on the one hand on the preponder rant somatic sex and on the other hand on the 
psychogender, without imparting any details of this knowledge one to the other. 
Then we tabled together the relationships to be tested mathematically. 

As in any categorization necessary for mathematical testing, a certain arbi- 
trariness was unavoidable, but wherever it was exercised this was done by the 
endocrinologist and psychiatrist independently and without prejudging results. 
Moreover, arbitrariness was made explicit in our definitions and in the discussion 
of results. 

In establishing the somatic sex diagnosis, the following 6 variables were as- 
certained: 1) nuclear (chromosomal) sexing, 2 gonadal status, 3) the endocrine 
state, 4) body habitus, 5) external and internal genitalia, 6) secondary sex char- 
acteristics. FE ndocrinological inv estigations included routine oral smear tests and 
tissue biopsy, laparotomy and hormonal assays wherever applicable. The results 
of plastic surgery and endocrinotherapy were carefully noted. 
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In establishing the psy chiatric diagnosis we used historical data, facts per- 
sonally ascertainable on clinical examination, and phantasy materi ial, all ev entually 
assembled on a standardized clinical protocol. From this we derived some 350 
questions which became the basis of a card-sort test carried out in Q-sort fashion. 
This was done by the patient alone and provided a check on the interview re- 
sponses. We amplified the body imagery data with scorable drawing tests 
(“draw a person”, “draw yourself”, and * ‘draw your internal organs”). We also 
used the Terman-Miles Attitude Interest Analysis test (M-F scales). In lieu of 
projective tests we employed the phantasy material which was simpler, more 
direct and eminently scorable for our purpose * ® 1% 1. 1), 

The clusters of data fell into the following groups which we then considered 

the 4 variables of psychogender: 
1) Psychosocial — that is, the strictly external social expectations, stemming 
from original sex assignment, e.g. the bestowing of a Christian name and nick- 
names and subsequent rearing to a gender role. Any changes in gender rearing 
were carefully noted. 


2) Psy chogenetic — that is, the psy chological dev elopment factors reverber ating 


intrapsy chically which favoured a gender, such as family yearnings for a boy « 
girl, love and ‘hate ties in childhood leading to identification with primary dee 
secondary figures, etc. 

3) Psy choadaptive — that is, the patients adaption both in reality and in phantasy 
to his own actual body, with its sexual ambiguity. Under this heading were 
recorded his pleasure in kinetic and sensuous activities, his preference in ‘clothes 
and objects usage, his aspirations, and the image of his own physical and psycho- 
logical self as portrayed in his sleep-dreams, day-dreams and preconscious ex- 
pressions including drawings. 

These three factors made up psychosexual identification per se. 

4) Psychosexual orientation and behaviour — that is, the desired and acted out 
relation between himself and the sexual object of another person, was the 4th 
variable. This is divisible into heterosexual, bisexual, homosexual and other 
deviances and asexual, from the patient’s own point of view (identification) as 
to his preponderant sexuality. 

For comparative purposes we carried out a research using these same psycho- 
logical methods on a series of normals and also on a series of ps’ ychological herma- 
phrodites largely homosexuals and transvestites, on whose buccal mucosa we also 
did a spot nuclear sexing test. 


Description of Population 

The population consisted of 17 intersexed patients (see table I.). The table 
as indeed the nomenclature is monitored by the genetic or nuclear sex (column 
1) dictating the female, male divisions. Thus all genetically male individuals 
with subsequent aberrant dev elopment in genito- gonadal anatomy and function 
can be classified male pseudohermaphrodites. Similarly, all genetically female in- 
dividuals can be classified as female pseudohermaphrodites. This would leave the 
true hermaphrodite in between the above categories. The older definition of 
pseudohermaphroditism was based on the ty pe of “gonad. Thus confusion and even 
flagrant contradiction between the old and new nomenclature arises especially in 
the case of Klinefelter’s syndrome with genetic sex reversal, because in this con- 
dition male gonads are present and the generic sex is female. In gonadal dysgenesis 
(Turner’s sy yndrome) there is no differentiated gonad present so that confusion 
hardly arises. Now, for further diagnostic distinction among the two groups of 
hermaphrodites monitored by the genetic sex, the division of discreet diagnostic 
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ABLE I 


DESCRIPTION OF POPULATION 








(1) (2)* (3) (4) (5) (6) 
Hormonal 
Genetic assa\ Degree No. 
Nuclear (range Clinical Diagnosis Pathogenesis of of 
SEX of 17 Pathology | Cases 
Keto/day ) 
XX 14.7-27.5  Virilized female \cquired. Post-pubertal 2 
adrenal hyperplasia 
XX 33.6-36.3 Cong. virilized female | Cong. adrenal hype rplas sia. 2 
and female pseudo- | In general change atter 3/12 
hermaphrodite intrauterine life. 
XJ 0 rrue hermaphrodite Intrauterine change at 3/12 0 
development along Wolffian 
& Mullerian duct simul- 
taneously. 
XX \verage Klinefelter’s syndrome Sex reversal prior to 3/12 y 5 
t.2 development. Tubular dys- 
genesis. 
xv in \verage lurner’s syndrome Sex reversal prior to 3/12 3 
80°; 3.4 intrauterine devl. Gonadal 1) 
dysgenesis or agenesis. 
\verage Dysplastic male | Germ plasm dysgenesis 2 
7.2 hypogonadism 1. Morris’ testicular femi- 
nization 
2. xy Klinefelter’s syn- 
drome. 
XJ 14.2-22.2 | Male pseudoherma Change after 3/12 intra- 2 
phrodite uterine dev]. Hypogonadism. 
x) 6.8 Non dysplastic male | Pre or post pubertal destruc- 1 
hypogonadism (in- | tion of testicular tissue, due 
cluding enuchoidism) | to various causes. 
“The normal values for this laboratory for 17 Ketosteroid in 24 hours specimens are (1) for the 
idult female 5-14 mgm /diem, (2) for the adult male 15-25 mgm/diem. 


We are indebted to Dr. J. C. Laidlaw for permission to publish some of these figures obtained in 
his laboratory 


entities is based on the timing of intrauterine, prepubertal and pubertal pathology 
of intersexuality. Consequently the following diagnostic groups order themselves 
in sequence from opposite genetic poles: acquired (post pubertal) virilization of 
the female and the equivalent condition in the neutralized male; congenital (pre- 
pubertal) virilization of the female and the equivalent neutralization in the non 
dysplastic hypogonadal male. The true hermaphrodite belongs to either genetic 
sex. This leaves a category of disorder to which the terms male and ‘female 
pseudohermaphrodite are more profitably restricted. The male pseudo- 
hermaphrodite is distinguished by the fact that there is dy splasia of the genital 
tract which takes place a ‘after the third month of intrauterine life. Similarly in the 
female pseudohermaphrodite proper, there is intersexual pathology, namely over- 
development of the male components of the genital tract also after the third 
month of intrauterine life. The further discreet category of dysplastic male 
hypogonadism is then distinguished by the fact that there is dy splasia of the gonad, 
before the third month of intrauterine life. 


So that, in summary, we will employ the term male and female intersexed 
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for the generic name covering the major divisions determined by nuclear sexing, 
in lieu of the term pseudohermaphrodite, while we restrict the terms male and 
female pseudohermaphrodite to the conditions defined above. 

We are aware that our nomenclature may not be acceptable to all, but we 
trust that provided it is clear enough to the reader, we may proceed with it in 
the interim before the whole problem is clarified further. 

The table is also arranged in order of degree of somatic pathology 
(column 4), as evidenced by the clinical diagnosis (column 2) and pathogenesis 
(column 3). Column 5 shows that what we lacked in absolute numbers we 
made up partially in the wide spreading of intersexual pathology. We did 
lack, however, examples of true hermaphroditism, and of testicular feminization. 
Results 
The results are discussed around a set of contingency tables. 

From tables If A & B we see that when all the components are added up, if the 


TABLE IITA 


RELATION BETWEEN TOTALITY OF PSYCHOGENDER AND TOTALITY OF SOMATIC SEX 


Somatic Sex 
Psychogender 


F>M M>F 
F>M 7 0 
M>F 0 10 
PR = .00005 
Legend: Totality of somatic sex 
F>M = where on summation of the variables of somatic sex, the feminine exceeds the 
masculine. 
M>F = the reverse. 
Totality of psychic sex (psychogender ) 
F>M = where on summation of the variables of psychological characteristics of sexuality, 


the feminine exceeds the masculine. 
M>F = the reverse. 


PR = very very significant, i.e. the probability of this somatic and psychic placement of pre- 
ponderant sexuality being in such concordance by chance if they 
be independent, is less than 1 in 20,000. 


TABLE II B 


RELATION BETWEEN TOTALITY OF PSYCHOGENDER AND TOTALITY OF SOMATIC SEX 


Somatic Sex 
Psychogender 


F F>M M>F M 
F. ; 0 0 0 ; 
F>M 1 5 0 0 
M>F 0 0 10 . 0 
M 0 0 0 — 0 


PR is very significant 


Legend: Elaboration of the preceeding table II A where F & M stand for decidedly mascuiine or 
feminine and F >M and M>F show a preponderance of one sex or the other. 
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TABLE III 


RELATION BETWEEN TOTALITY OF SOMATIC SEX AND SEXUAL ASSIGNMENT AND REARING 


Psychosocial Factors 
Somatic Sex 7 . a 
Assigned M Assigned M 
Reared M Reared F 


Assigned F 
Reared F 


F. 2 o 9 

F>M.. 4 4 —  o 

M>F. 2 4 eS 
M. 0 0 te 


PR = Likelihood of 1.2% — doubttul significance. 
£ 


Legend: Psychosocial factors of original sex assignment and rearing. Column 3 original assignment 
(M) and rearing contrary to it (F) compared with totality of somatic sex. 


PR = doubtful significance, i.e., the likelihood of this placement by chance if the classes be 
independent is approximately 1 in 50. 


physical person has one gender, the mental person has the same gender. It was 
concluded that they must have a common source. This is in keeping with the 
unity of mind and body. It also follows that sex assignment and rearing should 
always be in the direction of the preponderant somatic sex. 

We had in our series 4 cases of contrary sex assignment and rearing (see table 
Il). That the relation of gender role rearing to somatic sex was as good as this 
was probably due to the fact that the kind of external genitalia apparent in in- 
fancy, which constituted the main basis for selecting a gender, correlated 
tolerably well with the summated somatic sex. But there was a possibility 
of greater error than is reflected here in these figures. The bias of both family 
and medical practitioner was to favour raising ‘the infant as a female, the less 
definiteness the more doubt in the gender of external genitals and the more 
they had a neutral, non-committed appearance. T hus the male pseudo- 
hermaphrodite and the dysplastic hypogonadic male were liable to be brought 
up tragically incongruously with the main somatic sex. 


TABLE IV 


RELATION BETWEEN PSYCHOGENDER AND SEX ASSIGNMENT AND REARING 


Psychosocial Factors 











Psychogender 


Assigned F 
Reared F 


Assigned M 
Reared M 


Assigned M 
Reared F 


1 0 0 
F>M 4 1 1 
M>F 2 7 1 
M 0 0 0 
PR = Likelihood of 3.7% doubtful significance 


Legend: PR 


doubtful significance, i.e. the likelihood of this placement occurring by chance if 
the classes be independent is less than 1 in 20, 
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TABLE V 


RELATION BETWEEN PSYCHOGENDER AND SOMATIC VARIABLES 


(1) (2) (3) (4) (5) (6) 
Secondary 
Genetic Gonads Endocrine Body Genitalia Sexual 
Sex Habitus Characteristics 
Ps syc chenentes PR. PR. PR. PR. PR. PR. 
NOT Sig. V. Sig. V. Sig. Prob. Sig. | V. Sig. NOT Sig. 


Legend: The accordance of each somatic variable of sexuality with the psychogender. 


PR, i.e. (1) Significant contributions from the gonads, endocrines and external and internal 
genitalia. 
(2) Probably significant contribution from body habitus. 
(3) No contribution from the genetic sex and secondary sex characteristics. 


Because of the close correspondence between psychogender and somatic 
sex it followed (see table IV) that rearing which was incongrous with one would 
also be contrary to the other. Thus the patient was not only liable to be raised 
contrary to his main physical nature but also against the bulk of his psycho- 
logical nature. 


2 


This contradicts the work of Money and the Hampsons 7%!) who sug- 
gested that psy chogender was mainly determined by the chance of original sex 
assignment and rearing and that this was in good agreement with most of the 
somatic variables taken separately. However, these workers failed to relate the 
physical and psychological wholes of the person and only compared component 
parts without submitting these comparisons to mathematical validation. More- 
over, they implicitly prejudged their results by taking these psychological factors 
as the main evidence of psychogender. T hus they compared a thing with itself. 
Then they concluded that treatment should be in the direction of original sex 
assignment and rearing and that on no account should gender role be ‘ ‘changed” 
after infancy. 

Next we wished to find out which of the somatic sex variables contributed 
significantly to the intimate correspondence with psychogender. (see table V). 
As can be seen the main contributions came from the gonads, the endocrines and 
the external and internal genitals. Probably the contribution of body habitus 
was significant, the cryptorchid male being an example of this. The parameter 
of genetic sex and secondary sexual characteristics did not relate to psycho- 
gender at all. This was predictable because the reported behaviour of males 
with gynaecomastia and hirsute women has never led one to believe that these 
factors in themselves would alter or deviate the psychogender. Nor did we find 
on nuclear or chromosomal tests carried out on homosexuals and transvestites 
any incongruity with the given somatic sex. 

Then we turned to the factors in the psychology of the intersexed which 
contributed most on the one hand to psychogender (total psychic sexuality) 
and on the other hand to the relation to total somatic sex (see table VI). The 
most decided contributions came from the psychoadaptive factors including 
phantasy and body imagery. In other words, the patient saw and felt himself 
to be what in fact he was ‘somatically. The closest identification was with the 
given body itself. 


Less significant were the combined psychosocial and psy chogenetic factors 
which ov erlap, that is, the gender role derived from sex assignment and habitua- 
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TABLE VI 


RELATION BETWEEN PSYCHOGENDER AND TOTAL SOMATIC S"X 
AND PSYCHOLOGICAL DETERMINANTS (Variables) oF PSYCHOGENDER 


Psychogenetic and Sex 
Psychosocial Psychoadaptive Phantasy Orientation 
(Sex Assignment and 
and Rearing Factors) Function 
Psychogender Prob. Signif. at 2% | Signif. at 1% level | V. Sig. Not Signif. 
level 
Total Somatic Sex Prob. Signif. at 2 | Signif. at 1% level V. Sig Not Signif. 
level 


Legend: The accordance of each psychological variable of sexuality with psychogender and with 
somatic sexuality. 


Result shows (1) the significant contribution from phantasy and the psvchoada ptive 
aspects of psychogender and then concordance with actual somatic 
sexuality. 


2) probably significant contribution from the psychogenetic and social 
factors combined. 


(3) no contribution from sex orientation and function, i.e. homo-and 
a-sexuality, etc. 


tion and through identification with parental and other figures. Overt behaviour 
towards a sexual object did not provide a reliable index of psychogender. 

From qualitative analysis of our case material and comparison with normals 
and with psychologic hermaphrodites we would say that the salient mechanism 
determining psychogender is the experiential factor of body imagery (body 
ego) w hich sifts and summates all signals, physical and social, w hich come into 
its purveyance. Freudian theory to the contrary, the mere configuration of 
the external genitals is not the only significant feed-back to the build up of this 
body imagery. 


The following case histories will portray, and the drawings will illustrate 
graphically how two of the patients saw themselves and what fate befell them 
when psychological investigations were inadequate or absent and treatment was 
decided upon faulty opinion. 

Case No. 2: was a 25-year old male pseudohermaphrodite with hypogonadism, undescended 
testicles and a small uro-genital sinus. He was raised as a female and given an attractive name. 
When he was 12} years old, his mother had a psychiatric illness imputed to her having to 
repress the shame ful facts of the ambiguous sexual nature of her only child. Likely the mother 
carried a burden of gilt due to her persistence in raising this only child as a daughter despite 
the advice of an eminent female obstetrician who had been in favour of the child being raised 
as a male. The mother then went to a psychiatrist who, having in mind only the apparent 
interest of his patient, concurred with her continuing to rear the child as a female. 

len years later, this tall, long-haired, blond with a cleft chin and a sensitive face had spent 
a small fortune in depilatories for his facial hair. Also he had spent enormous energy in de- 
pressing and softening his voice, emanating from a male larynx, What energy was left over, 
he invested in mimicking female gait and restraining himself muscularly from spontaneous male 
gestures and postures. The effort exhausted him by the afternoon of each day. He was 
utterly asexual. All this was done to please mother. At first, the patient turned to his mother’s 
psychiatrist for help. Without examination, this time as before, and without calling for a 
second opinion, this psychiatrist advised the patient to carry on as a female. The patient was 
not satisfied, but because he had developed a hesitant, obsessive personality, slow to make any 


move, he took 2 years in presenting himself to an endocrine clinic of a general hospital. At 
this time, he was still living in the parental home, tied to his mother whom he partly supported 
working as an artist. He followed through with his mother’s wishes and requested prescrip- 
tions to aid feminization, These were his drawings at the time: 
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Brain 1 





Eyes 2 





Tongue 4 





Lorynx 3 





Heart 5 





Lungs 6 





Stomach 7 


Kidneys 8 





Bladder 9 


Testes” 10 





Vagina” 1) 





ntestines 





Draw a Person Draw Self Draw the Inside Organs 


Because of the patient’s apparent insistence, and because the current medical opinion, 
sponsored by the John Hopkins Hospital group of Money, Hampson and Hampson, was that 
it was too late to reverse the sex now and to go along with the originally assigned gender, it 
was decided to place him on oestrogens. The breasts responded somewhat, although the 
patient remained a hirsute male. At this time he came to us as a random successive case. 
It was obvious that his psychogender was male. He saw this himself without any encourage- 
ment on our part, for at no time did we attempt to influence our subjects, nor did we 
involve ourselves in their therapeutic program. However, it took 6 months of deliberation 
before he presented himself privately to one of us (D.C.) of his own accord for advice 
as to how he might set about changing his sex, this time in the direction of his preponderant 
somatic sex, hence psychogender. 

When this decision was taken, not only did he experience considerable emotional relief, 
but 3 events of great psychodynamic interest took place: 

1) A drastic change in his paintings, with freer expression of agression and more masculine 
symbols. He had experienced this briefly some time before when, for a short period, he tried 
to live as a shut-in male. 

2) A dramatic change in his phantasy life. It was remarkable that in the series of collected 
current dreams and previously remembered dreams, the patient had never appeared as an actor, 
but always as a non-participant. Consequently, he was not committed to either gender even 
in his dreams for he never saw himself in them. Such was his mental force of active suppres- 
sion. However, after this momentous decision, and for the first time, not only did he appear 
to himself as a person in dreams (autoscopy), but actually he took a leading role as a male hero. 
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Moreover, he fancied himself in an erotic relation to ar attendant female. This was the more 
remarkable since the force of suppression of sexuality had not allowed this 25-year old person 
any sort of sex contact in reality or even in phantasy ever before. 

3) After many years of emotional dependence, he had finally decided to leave home. 

Case No. was a 27-year old male with dysplastic hypogonadism, a rudimentary penis, 
and ante) testicles. He was called by a male name. His early environment was 
blighted by an alcoholic father. At the age of 5, he was placed in a foster home as a ward of 
a children’s aid organization. His recollection of school includes awareness of sexual ab- 
normality and feelings of inferiority though he felt decidedly “like a boy”. At 10, breast 
began to develop, w hich produced problems such as being the laughing stock of other children 
who tried to remove his pants to find out what he had. At 15, laparotomy showed testicular 
tissue and no female genitalia. At 17, he ran away from home and had, at his request, both 
breasts amputated. Physical findings were described as follows: “Breast of female size, female 
hair distribution, clitoris, no vagina, but labio majora and minora”. At about this time, the 
patient reports having intercourse with orgasm as a male, but apparently he also had a passing 
attraction toward men. He lived as a male driving a truck, and is reported to have grown a 
thin beard and moustache. 

Ar 21, lucite testicles were implanted, but subsequently fell out. At 23, he was admitted to 
hospital for unilateral herniotomy, at which time a testicle was discovered and amputated. 
Che laparotomy report indicated a male pelvis, no female genitalia. The pathology report of 
a gonadal tissue biopsy was typical of testicular dysgenesis, making the diagnosis Klinefelter’s 
syndrome, probably in a genetic male. At this time it was first reported that the other 
testicle had been removed previously. Testosterone pellets were implanted following this 
operation but subsequently sloughed out. Later that same year, the patient was seen at an- 
other hospital were it was assumed that the testicles that had been removed were ovaries. 
On this occasion, the patient admitted to ambivalence about gender role. He was described 
by the attending surgeon as being “emotionally on the fence”. At this point “in order to give 
her something more definite”, an artificial vagina was constructed and the patient began life 
as a female with a fanfare of newspaper publicity. Since then, the patient has had intercourse 
as a female and had lived common-law with a man 20 years his senior. There persisted, morbid 
ambivalence of gender role, as reflected in these statements: “I’m living like a tormented 
animal, and I feel out of place both with men and women”. This conflict was reflected in 
aggressive outbursts, states of panic, alcoholic bouts and depressive swings. The police 
arrested him periodically as a transvestite, and he indeed looked like one. 


Discussion 
in perusing much of the meagre Western literature (1 2+ 3 5. 7, 14, 16, 17, 18, 19, 
26, 32, 83, B4, 39, 87, 88, 39, 41, 42, 43, 44, 45, 46) we found that the majority of 
reports by original researchers in intersex problems and most of the clinical re- 
ports of single cases did not contain psy chiatric investigations, This despite 
the fact that paramount in the ther rapeutic programme to “be undertaken was the 
psychology of the patient. Remarkably, psychiatrists, despite their interest in sex 
deviates with their attendant psychiatric problems and notwithstanding the large 
investments of sexuality in dynamic psychiatric theories, have not taken up the 
challenge of this raw experiment by nature which may give a clue in solving the 
puzzle of what makes a man, a man, and a woman, a woman. 


92 
eo, 2 


Clearly the endocrinologist and the plastic surgeon need a psychiatric con- 
sultant with reliable criteria so that they make a joint decision on “changing” 
the intersexed gender of an adult. Equally clearly the medical practitioner and 
the paediatrician need to be helped to form a correct opinion in the first place 
on the sex assignment and rearing of the intersexed infant. This may prevent 
what Hinman “") called needless phallic sacrifices. The confusion in the 
somatic picture and nomenclature is being cleared up by the efforts of the 
micropathologist Barr “) of London, Canada, who is perfecting the technique 
of nuclear sexing of various bodily tissues. The only other comprehensive psycho- 
logical study was carried out by the John Hopkins Hospital group of John 
Money, Joan Hampson and John Hampson. But their case material was over- 
balanced by the congenital hyperadrenocortical female and lacking in male 
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pseudohermaphrodites. This and their failure to carry out a statistical analysis 
and their method which failed to define the whole psy chogender and relate it 
to its own parts and to the whole and the parts of the somatic sex led them, 
we deem, to w rong practical conclusions. 

In our view when the psychosocial factors run contrary to somatic sex- 
uality, the bulk of psychogender may be temporarily repressed, and the ego, or 
better the persona, presents a mask-like face of acceptance of the imposed g gender 
role. This actually causes the greatest intra-psychic conflict, hence strain, 
taxing the defences of the intersexual. Money and the Hampsons to the con- 
trary, we advocate correcting any error in upbringing and in physiology and 
anatomy always in the direction of preponderant somatic sexuality to the extent 
of possibility ‘and as soon as possible. Provided vital genital organs have not 
been sacrificed it is probably never quite too late to institute an adequate pro- 
gramme. Chapman, Saslow & Watson “*) gave a fine account of just how 
this may be done through a combined psychological, endocrine, and plastic 
surgery approach. T heir patient was 21, while ours was 25 at the time of the 
successful change. 

The diagnosis of intersex should be skilled and occur at the earliest possible 
time near infancy. All cases presenting equivocal external genitalia should 
have their nuclear sex determined. Any lead should be followed by the endo- 
crinologist with 17 Ketosteroid estimations, while the surgeon may do a urethro- 
scopy first and follow with a laparotomy. The final assignment of sex may be 
delayed up to 2 years with the person brought up as non committally as 
possible. But even afterwards if an error was made and is phy sically correctable 
this should be carried out despite previous contrary rearing. 

Undoubtedly the environment has a strong influence on gender role. The 
animal ethologists and dynamic experimentalists Lorenz “), Young ) and 
Scott ‘) showed how crucial is inprinting in early infancy and how it may 
change the direction and object of instinctual drives. Nevertheless in humans 
deciding their psychogender the most important factor is the body with both 
its internal image and its concomitant physiology. The body is the nexus of 
psychogender. The psychological hermaphrodites we investigated on similar 
psychological lines all had a primary psychogender in keeping with their somatic 
gender. As expected they were more strongly identified with their own 
body sex than the more confused intersexuals. Their main pathology was in 
orientation to a deviant sex object. We agree with Money et al “*), Ellis ©), 
Bayer “) and others who say that neither heredity nor pure environmental 
factors determine psy chogender. It becomes established from a multiplicity of 
signs from a plurality of areas: heredity, constitution, endocrine, anatomical, 
social and psychologic, which are then integrated in the person’s own intra- 
psychic system. We called this function psychoadaptive. To mix metaphors 
its cornerstone is the dynamics of body imagery and its hand-maiden is phantasy. 

Though unlike Money and the Hampsons we found a high incidence of 
psy chiatric illness in our patients — only 4 out of the 17 were healthy — we 
agree with them that the psychoanaly tic doctrine is not borne out ‘by this 
manifest disturbance in sexuality. 


You will see in this table (VII) that there is no correspondence between 
the occurrence, extent and severity of psychopathology and hence psychiatric 
illness and the occurrence, extent and severity of hermaphroditism and hence 
disturbance in sexuality. That is, a number of patients were much more dis- 
turbed than their phy ‘sical deviance warranted and others were far too little 
affected by greater somatic pathology. 
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In the search for factors to account for the mental disturbance encountered 
we looked to the possible relation of deviance and pathology in sexual orientation 
and behaviour. 

We found (see table VIII) that abnormality of sexual behaviour did not 

vary directly with abnormality in the soma. This and the finding of normal 
genetic sex in the sex perverts both by ourselves and by Paré ‘35 seems to 
refute Lang’s “*), Slater’s “) and Kallman’s (2) and generally the European 
heuristic theory of heredo-constitutional aetiology for perversion. Clearly 
there is another factor here, in the sex perv ersions distorting the executive aspect 


TABLE VII 


RELATION OF SOMATIC TO PsYCHIATRIC DISEASE 


Somatic Disease 


Slight Moderate Severe 
Slight or None 1 3 0 
Psychiatric Disease Moderate 1 : 2 5 
Severe 1 1 3 : 


PR>5.6% 


Legend: ‘Somatic Disease’ — slight = acquired and secondary post-pubertal changes with 
minimal incongruity between the 6 somatic variables. 
Severe = genetic sex reversal with the greatest incongruity 
between the 6 somatic variables. 
Moderate = the in-between pseudohermaphrodite. 
“Psychiatric Disease’’ — severe = previous hospitalization or out-patient care for 
psychiatric illness and our opinion as evidence. 
Moderate = a clear-cut psychiatric diagnosis by us in the 
absence of previous treatment. 
Slight = neither. 


PR = Not Significant, i.e. degree of manifest psychiatric illness not directly in accordance with 


the degree of intersexuality. 


TABLE VIII 


RELATION OF SOMATIC DISEASE SEVERITY TO DEVIANT SEX FUNCTION 


Somatic Disease 


Slight Moderate Severe 
Normal 1 6 2 - 
Sexua Function Bisexual 0 3 3 
Deviant 1 1 1 


Legend: “Somatic Disease” graded as in table VII 


“Sexual Function” Normal = heterosexually orientated from the standpoint of 
both his preponderant somatic sexuality and his 
psychogender. 

Bisexual | _ If 
Meuiens = self-explanatory 


PR = Not Significant, i.e. 


degree of sexual deviance not directly in accord with the degree of 
intersexuality. 
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of psychogender by primarily distorting the psychoadaptive mechanisms. 
Many intersexuals strove to successful efforts to behave heterosexually in keep- 
ing with their own concept of psychogender. 

Moreover, (see table IX) we found no correspondence between sex per- 
version and psychiatric illness. That is some patients were more deviant from 
their psychogender and less mentally ill and others less deviant and more mentally 
ill so that no direct relationship could be established. 

Then we began looking at the factors of contrary rearing which we knew 
provided the single most important dynamic conflict. 

It, too, failed to show a mathematical correlation by itself (see table X) 
because of the paucity of cases in this series who were contrary reared. Nor 
was there a direct relationship established between the extent and direction of 
surgical interference and (see table XI A) endocrinotherapy (see table XI B). 

But when we added these factors together and looked at the result of therapy 
(see table XIC) reflecting as it did the full extent of incongruous rearing, faulty 
treatment and bitter disappointment, a fairly significant relationship to emotional 
disturbance was established. 


Clearly there is in the genesis of mental illness and in the genesis of abnormal 


TABLE IX 


RELATION OF SEVERITY OF PsyCHIATRIC DISEASE TO EXTENT OF SEX DEVIATION 


Psychiatric Disease 


Slight Moderate Severe 
Normal 4 . 3 2 : 
Sexual Function Bisexual 0 2 . 3 ; 
Deviant 0 2 1 * 


Legend: “Psychiatric Disease” as in table VII. 
“Sexual Function” as in table VIII. 


PR = Not Significant = degree of sexual deviance not directly in accord with the degree of 
psychopathology. 


TABLE X 


RELATION BETWEEN CONTRARY REARING AND PSYCHIATRIC REACTION 


Concordant Rearing Discordant Rearing 
F M F M 
Slight or None 2 1 0 0 
Psychiatric Disease Moderate 2 5 1 0 
Severe 2 1 2 1 


Legend: Rearing concordant and discordant with somatic sexuality as in table III. 


““ 


Psychiatric Disease’ according to degree of manifest psychopathology as in table VII. 


PR = Not Significant, i.e., no correspondence between either concordance and absence of 
psychiatric disease or discordance and presence of psychiatric disease. 
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TABLE XI A 
RELATION BETWEEN PLASTIC SURGERY AND PSYCHIATRIC REACTION 


Surgery 
None or Slight Med‘um Most 
None or Slight 2 1 1 
Psychiatric Disease Moderate 6 1 0 
Severe 4 1 1 


Surgery: the extent of surgery and its intent to correspond with somatic sexuality. 


Legend: Surgery none or slight corrective in accord with the somatic sex. 
medium corrective in medium discord. 
most corrective in most discord. 
“Psychiatric Disease’’ — the degree of manifest psychopathology as in tables VII & IX. 
PR = Not Significant, i.e., the degree of surgery does not correspond with the degree of psycho- 


pathology. 


TABLE XI B 


RELATION BETWEEN HORMONE TREATMENT AND PSYCHIATRIC REACTION 


Endocrinotherapy 


None or Slight Moderate Most 
Slight or None 0 3 vii ri a 
Psychiatric Disease Moderate 4 ; 2 ; 1 -_ 
Most 1 + 1 7 
X? = 4.874 PR is Not Significant. 
Legend: Endocrinotherapy = the extent of endocrine treatment and its intent to correspond 


with somatic sexuality. 


Legend: Endocrinotherapy — none or slight amount and extent in accord with true somatic sex. 
moderate amount and extent in moderate discord. 
most amount and extent in most discord. 


“Psychiatric Disease” the degree of manifest psychopathology as in tables VII & IX. 
PR = Not Significant, i.e. the extent of endocrinotherapy did not correspond with the degree of 
psychiatric disease. 


sexual behaviour another factor than the somatic, genetic, psychodynamic and 
social factors of disturbed sexuality. 

We were let down by the alleged universality of penis envy and masculine 
protest. Our guess before this study was that ay half-woman given half the 
choice would want to be a man. Far from it; 2 patients sought clitoridectomy 
to increase their feminity and 2 sacrificed their male phallus. Moreover, when- 
ever the external genitals were ambiguous as in the hy pospadiac and the neuter 
with no external genitals (Turner’s syndrome) every body: mother, family and 
practitione r, seem to get into a league to deprive the apparently willing subject 
of his male genitals. Only if the child or adolescent was committed by the 
positiveness of masculine genitals were they safely left alone. 

Nor did we find any evidence of castration anxiety when the surgeon’s 
knife was wielded not only often, in early childhood, but perilously near the 
phallus and actually into it. Nor was this evidence of ambivalence or of 
masochism but of a wish for definiteness in psychogender. 
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TABLE XI C 
RELATION BETWEEN TOTAL RESULT OF HORMONE AND SURGICAL TREATMENT AND 


PsyCHIATRIC DISEASE 


Result of Treatment 


Good Moderate Poor 
Slight 0 3 1 
Psychiatric Disease Moderate 1 0 6 
Most 2 1 3 
X%4 = 9.031 
Legend: Result of Treatment = the degree of success of treatment from the patient’s and the 
doctor’s point of view. 
Good = success in accord with the somatic sex as intended by doctor and patient. 
Moderate = moderately successful. 
Poor = Lack of success and contrary to somatic sex. 
PR = Not quite significant, i.e. the evidence indicates there may be a correspondence between 


contrary treatment and manifest psychopathology. 


We did find, however, a curious relation between the sex of somatic tissue 
and oligophrenia. All our cases of Klinefelter’s syndrome with female nuclear 
sex were mildly mentally defective, but their counterpart, namely Turner’s 
syndrome, usually associated with much more obvious stigmata of hereditary 
dy splasia — such as webbed neck and coarctation of the aorta, vulgus deformity 
were normal in intelligence. It remains now to discover the intelligence level 
of the few genetically male Klinefelter’s and the possibly genetically female 
Turner’s syndromes. Tt may be that only in instances of genetic crossing of these 
anatomic sex reversals prior to 3 months of intrauterine life does mental 
deficiency occur. This is an avenue for research in primary and secondary 
amentia*. 

I will not sum up except to say that when one thinks of the pelvic tilt of 
the coquettish 5-year old girl w hich distinguishes her so boldly from behind 
from her male play mate who simply could not swing a kilt in ‘such delightful 
rhythm; when one remembers that from skin and buccal mucosa to nerve cells 
and even the healing granulation tissue, man is different from woman; when one 
surveys the social deliniation of gender role, the distribution of gender labour, 
and finally when one takes account of this study showing the vast array and 
depth of psy chological differences between the sexes one cannot help but be 
amused by this anachronism: that science has uncovered at last the profound 
differences between man and woman just when the suffragette cry for equality 
is sO perversely vindicated and fused with the findings of science as to inspire 
the pun “one can no longer tell the sex of a person by what is in the genes’ 


But then, over a century ago, Alfred Lord Tennyson expressed all this more 
esthetically: 


ON ONE WHO AFFECTED AN 
EFFEMINATE MANNER 
While man and woman are incomplete, 
I prize that soul where man and woman meet, 
Which types all Nature’s male and female plan, 
But, friend, man-woman is not woman-man. 


® Professor Murray Barr in a personal communication states that he is at present undertaking research 
in this area. 
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Resumé 


Dix-sept patients intersexués furent l'objet d’une étude minutieuse tant au 
point de vue physique qu’au point de vue psychique dans le but de découvrir les 
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déterminants du “psychogenre”, c’est-a-dire qu’on a recherché les facteurs jouant 
un role dans leur identification, leur orientation et leur comportement sexuels. 
Le double but de cette étude fut: 

1) De fournir au psychiatre, a l’endocrinologiste et au chirurgien des critéres 
servant a leur décision commune sur l’opportunité de changer le genre de 
l’intersexué; de fournir au psychiatre, au pédiatre et a l’omnipraticien des 
critéres pour quils puissent assigner correctement le genre en premier lieu. 


nN 
~~ 


De tirer de cette étude d’une expérience naturelle des implications per- 
tinentes pour la psy chiatrie théorique. La méthode clinique fut employe €e 
et l’on utilisa le laboratoire et les tests psychologiques; ceci conduisit a la 
classification, a la quantification et en derniére analyse a un test mathé- 
matique des correlations. 

Les résultats démontrérent qu'il y a une correlation significative entre le 
psychogenre et l'ensemble de la sexualité somatique, surtout les gonades, les 
organes génitaux externes et internes et le systeme endocrinien. Le sexe génétique 
et les caractéres sexuels secondaires ne furent pas des facteurs reliés au psycho- 
genre. 

Le diagnostic du sexe et l’éducation eurent leur importance mais ne furent 
pas des facteurs cruciaux comme les déterminants biologiques. L’éducation dans 
le sexe opposé a la sexualité somatique fut aussi opposé au psychogenre et c’est ce 
qui produisit le plus de désiquilibre dans le psychisme des personnes intersexuées. 

Il en découla qu’un tel faux diagnostic ou une telle fausse éducation devait 
étre corrigée aussitot que l’on s’en rendait compte. L’évidence clinique démontra 
que cette correction pouvait se faire avec succés dans les deuxiéme et troisieme 
décades de la vie. 

Le processus d’adaptation psychique dans lequel intervint a un niveau incon- 
scient l'image corporelle apparut étre lopération cruciale par laquelle les signes 
biologiques empiriques et sociaux de la sexualité préférée furent filtrés, interprétés 
et consolidés en un psychogenre dominant. 

Les calculs ne démontrérent pas de correlation entre la gravité de la psycho- 
pathologie et la gravité de la pathologie sexuelle somatique; donc, pas de correlation 
entre la gravité ‘de la maladie mentale et importance de la déviation dans l’iden- 
tification psy chosexuelle. Il n’y eut pas non plus de relation entre la déviation 
de l’orientation sexuelle et la gravité de la maladie mentale. Ces faits n’incitent 
pas a l’application plus rigide de la théorie psy chananalytique qui met une patho- 
logie psychosexuelle en relation avec l'ensemble des troubles psychiatriques. 

De plus, il n’y eut pas d’évidence d’envie du penis ni de protestation masculine 
lors des circonstances les plus propices a la manifestation de ces désirs. Finale- 
ment, le maniement d’instruments menagants autour et a l’intérieur des organes 
génitaux ne provoqua pas d’évidence d’anxiété de castration prolongée. 

De l’autre cote, il n’y eut pas de rapport entre la gravité de l’intersexualité 
et le degré de déviation de l’orientation psy chosexuelle. Les cas d’ hermaphro- 
disme psy chique étudiés (homosexuels et travestis) n’étaient aucunement inter- 
sexués méme quant a la sexualité chromosomienne. Les intersexués eurent ten- 
dance a s’identifier 4 un sexe ou l'autre (au sexe somatique dominant) et a fonc- 
tionner du mieux possible, c’est-a-dire quelquefois d’une fagon asexuée. Tandis 
que les déviés psychosexuels furent fondamentalement des patients identifiés a leur 
propre sexe mais faussement orientés vis-a-vis leur objet sexuel; cela semble étre 
dui a une pathologie primaire du processus d’adaptation psychologique. Donc la 
déviation dans le comportement sexuel est purement déterminé de fagon psycho- 
logique et non de facon biologique. 
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On chercha 4 expliquer pourquoi certains patients présentaient un déséquilibre 
mental alors que d’autres en étaient exempts; le traitement chirurgical ou hormonal 
ne put étre blamé mais par contre on nota une certaine correlation entre l’impor- 
tance du désappointement 4 la suite d’un long traitement inutile et la gravite du 
désiquilibre. 

Tous les cas de syndrome de Klinefelter du sexe nucléaire féminin étaient des 
débiles mentaux tandis que les cas de syndrome de Turner génétiquement males 
n’étaient pas des débiles. Ceci pose un probleme au sujet de la génése de l’oligo- 
phrénie. 

La qualité de letat mental ne fut pas en rapport avec l’absence ou l’augmen- 
tation de l’incidence des archétypes symboliques de ’hermaphrodisme notés dans 
et au traitement selon le théorie de Yung. 








0) 
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CONSIDERATIONS SUR LE PLACEMENT EN EMPLOI 
DES DEFICIENTS MENTAUX 


Dr JuLes Lambert, psychiatre et Henri Racine, travailleur social 


Le probléme de la déficience mentale dans la Province de Québec se pose de 
fagon aigué. On estime a 7°, de la population d’age scolaire, soit environ 35,000, 
le nombre de déficients mentaux éducables, pouvant recevoir une certaine instru- 
tion et dont le quotient intellectuel se situe entre 50 et 80. Ce chiffre est supérieur 
4 celui de tous les autres cas d’handicapés. 

Dans une travail publi¢é dans le Laval Médical de mai 1954, le docteur Jean 
Delage, spécialiste en la matiére, fait une étude trés élaborée “de la déficience 
mentale chez l'enfant dans la Province de Québec”. II dresse un tableau précis, 
plutot sombre, de la situation et des organisations dont nous disposons pour y 
remédier. “Nos institutions actuelles, ecrit-il, ne peuvent pas faire face aux 
grands problémes que pose la rééducation des enfants déficients; nous manquons 
de centres médico-pédagogiques, d’institutions spécialisées, de personnel qualifié, 
de centre d’apprentissage pour adolescents sous-doués.” 

La situation a trés peu changé depuis quatre ans. Dans la région de Québec, 
seul l'Institut Mgr- Guay, a Lauzon, regoit un nombre important d’enfants sous- 
doués éducables a qui l’on dispense un enseignement spécialisé. I] s’agit toutefois 
d’enfants de six 4 douze ans qui, a cette limite, doivent quitter l’institution. 

Plusieurs d’entre eux, fort heureusement, trouvent une place au Mont St- 
Aubert, un petit institut médico-pédagogique en voie d’organisation ou, sous la 
direction des Fréres Hospitaliers de St-Jean-de-Dieu, ils continuent de se préparer 
a la vie sociale. 

L’avenir du déficient mental préoccupe non seulement les parents en cause, 
les commissions scolaires, les gouvernements, les travailleurs sociaux, les éducateurs, 
mais aussi les psychologues et les médecins. C'est pourquoi nous avons cru inté- 
ressant de vous faire part de l’expérience réalisée au Mont St-Aubert, depuis 
quelques années, malgre des circonstances peu favorables. Cette petite revue de 
plus d’une centaine de cas d’anciens du Mont St-Aubert, donnera lieu 4 quelques 
considérations générales et remettra en valeur, espérons-le, le probleme de la 
déficience mentale. 

‘ 
STRUCTURE DU MONT ST-AUBERT 

Situé a Orsainville, 4 proximité du Jardin Zoologique, le Mont St-Aubert a 
été fondé, en 1948, a la demande de la Sauvegarde de l’Enfance pour héberger dix 
garcons déficients illégitimes incapables de suivre une classe reguli¢re et posant 
un probleme de discipline dans les orphelinats. 

Cing ans plus tard, l’institution commengait 4 recevoir des jeunes illégitimes 
de douze ans, venant de L’Institut Mgr-Guay. A I’heure actuelle, cette maison 
peut recevoir 29 garcons déficients pagar se de 12 4 18 ans, dont le quotient 
varie habituellement entre 50 et 80. La plupart sont illégitimes ou orphelins mais 
on y accepte quelques enfants de foyers dissociés, ou qui présentent dans leur 
famille des troubles du comportement. 

Seuls sont admis ceux qui peuvent acquérir et utiliser un certain nombre de 
connaissances et, en raison d’une certaine stabilité, développer certaines habitudes. 
Les imbéciles et les idiots, incapables de bénéficier d’un certain apprentissage 
scolaire, sont exclus ainsi que les grands caractériels qu'il faut orienter plutot vers 
d’autres institutions spécialisées. 

Des demandes parviennent de tous les —. de l’est de la Province, comme 
Chicoutimi, Rimouski, la Gaspésie et méme les Iies-de-la- Madeleine. Le Centre 
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Médico-Social, le Service de Réhabilitation Sociale, les agences sociales diocésaines, 
la Cour de Bien-Etre, les Institutions, les médecins, les curés, les parents eux-mémes 
ont recours réguli¢rement au Mont St-Aubert en queéte d'une admission urgente. 
Notre liste d’attente est actuellement de 225. 

A leur admission, les gargons ont, pour la plupart, subi des examens psycho- 
logiques, psychiatriques et médicaux dans des centres reconnus comme le Centre 
Médico-Social de Québec. Ils trouvent, a leur arrivée au Mont St-Aubert, un 
milieu sain et compréhensif ot ils peuvent recevoir un enseignement approprié a 
leurs besoins, une attention médicale suivie et, depuis trois ans, une surveillance 
psychiatrique. 

Le personnel actuel comprend quatre Fréres Hospitaliers, tous infirmiers 
diplomés dont l'un est spécialisé en psy chiatrie, l'autre en occupation thérapeutique, 
un aumonier, un médecin, un psychiatre, un travailleur social, deux institutrices 
diplomées de l’Ecole de Péedagogie. D’ici quelque temps, nous l'espérons, un 
psychologue viendra s’ajouter a l’équipe réguliére. Nous faisons aussi appel, 
dans a circonstances, aux psy chologues de la Sauvegarde de l’Enfance. 

a présence de ces religieux infirmiers diplomes, entourés de gens de diffé- 
rentes disciplines est, a notre avis, une garantie de la réussite d’une oeuvre vouée 
a des anormaux et a des malades. 

L’on s’efforce, dans cet hdpital-école, d’assurer aux sous-doués, une éducation 
physique, intellectuelle et morale, compte tenu de la nécessité pour ces anormaux 
de tendre en premier lieu a “un développement organique et corporel suffisant 
pour l’exercice d’un sens moral bien développé” 

La rééducation physique comporte lhygiéne générale, un bon régime alimen- 
taire, lair pur, des traitements, des médicaments, des exercices rationnels de culture 
physique, de rythmique, une surveillance de la croissance, de |’état général et de 
l’équilibre neuro-endocrinien. 

L’enseignement, dans les deux classes actuelles, est mesuré a la capacité 
individuelle des enfants et adapté a leurs besoins actuels et futurs. II fait appel a 
l’activité motrice du sous-doué, s’efforce d’étre individuel, concret, sensoriel, avec 
un matériel didatique nombreux et diversifié (cartes murales, tableaux, legons de 
choses avec échantillons, objets de toutes sortes) et enfin, utilitaire avec des 
notions transposables dans la vie pratique. 

Le programme comprend l’apprentissage de la lecture, de lécriture, de 
l'orthographe, le calcul pratique (le maniement de la monnaie en magasin-école, 
etc.) des notions d'histoire, de géographie et d’hygiéne, des legons de choses. 
Ajoutez a cela le bricolage, le dessin, le chant, initiation au jardinage, les petits 
travaux manuels, (réparations mineures, manipulation des outils,) etc... Certains 
atteignent la 4e et méme la Se année; la plupart réussissent une 3e année; plusieurs 
ne peuvent dépasser la 2e. II est inutile de penser leur faire atteindre des niveaux 
plus élevés. 

L’éducation morale et sociale signifie acquisition d’habitudes telles que la 
propreté, le civisme, la politesse, les bonnes maniéres, le respect des autorités. 
On leur inculque la notion et les respect des lois, ainsi que de la religion dont ils 
sont instruits a leur mesure. Les promenades, le cinéma et les concerts éducatifs 
font aussi partie du programme. 

On surveille sy stematiquement la croissance, l'état physique, le développe- 
ment intellectuel, les progres scolaires, la stabilité au travail, le comportement. 

Vers sa quinziéme année, ou lorsque, pour toute autre raison, le déficient ne 
peut plus bénéficier des classes, nous tachons de l’intéresser 4 un travail manuel 
productif et régulier. 
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Le Mont St-Aubert fonctionne dans des conditions peu favorables: resources 
limitées, nombre restreint d’éléves, exiguité des locaux, etc. . . On déplore 
l’absence d’ateliers pour l’initiation ou la ‘formation aux travaux manuels. L’atelier 
ne peut pas préparer d’une fagon générale a une carriére professionnelle donnée, 
mais il sert a développer I’adresse et les habitudes de travail; il place l’éléve dans 
des circonstances communes 4a tous les travailleurs. 

Malgré les difficultés d’organisation, les travaux manuels portent sur des 
exercices pratiques correspondant aux emplois accessibles a l’éleve lors de sa sortie. 
Quelques-uns s’occupent sur la ferme, d’autres sont employes a lintérieur de 
Pinstitution, aux travaux domestiques, a la buanderie, 4 la cuisine, ou effectuent 
des travaux de menuiserie, des réparations. Les conditions, encore une fois, ne 
répondent pas aux besoins. 

En principe, vers 17 ou 18 ans, l’éléve doit étre orienté de fagon deéfinitive. 
Il quitte l’institution pour faire place a d’autres jeunes éducables. 

Un petit nombre, ceux qui ont régressé ou posent a cet age de sérieuses 
difficultés de caractére et de conduite, doivent étre transférés dans des maisons 
spécialis¢es. Actuellement 10 de nos garcons attendent leur admission a Hopital 
de Baie St-Paul; et nous devons les garder au risque de contaminer moralement 
toute la population actuelle et au détriment des jeunes pour lesquels ils sont cause 
de scandale. 

Un autre groupe, les utilisables, peuvent rendre des services a lintérieur méme 
de la maison. 

Certains, enfin, dans certaines conditions a déterminer peuvent étre réintégrés 
dans la société, occuper un emploi, gagner leur vie et réussir une certaine adapta- 
tion sociale avec le concours de la Sauvegarde de l’Enfance. 

Cest l’expérience qui a été faite depuis dix ans avec les anciens du Mont 
St-Aubert. Cette expérience fait maintenant l’objet de notre bréve étude. 


ll 
ETUDE DE PLUS DE CENT CAS D’°ANCIENS DU MONT ST-AUBERT 
et 
DE LEUR ADAPTATION A L’EMPLOI 

Depuis 1948, plus d’une centaine de gargons sont sortis du Mont St-Aubert 
a la suite d’un séjour plus ou moins long dans cette institution. De ce nombre, 
une vingtaine sont retournés dans leur propre famille. Les autres sont des orphe- 
line a qui nous avons du trouver et un foyer et unemploi. Certains, peu nombreux, 
sont disparus de la circulation et il est difficile, pour ne pas dire impossible, de 
connaitre leur réussite sociale. 

Certains dossiers remontant aux origines de l’oeuvre sont forcément incom- 
plets. Plusieurs détails nous manquent. I] n’est donc pas question de vous pre- 
senter une étude statistique. Cependant, a la suite de recherches effectuées sur 
chacun de nos placements, et a la lumiére des faits recueillis dans chaque dossier 
relevé avec attention, certaines considérations s'imposent, fort intéressantes, croy- 
ons-nous, compte tenu des conditions peu favorables dans lesquelles le Mont 
St-Aubert a di fonctionner jusqu’ici. 

QUOTIENT INTELLECTUEL ET SCOLARITE 

Nous n’avons pu faire une compilation des quotients intellectuels du groupe 
parce que nos garcons n’ont pas tous subi le méme test. Méme si le Terman a 
été administré a un grand nombre d’entre eux, il était impossible d’établir des 
moyennes significatives. De plus, dans les débuts, quelques-uns n’ont subi aucun 


test. Le critére d’admission au Mont St-Aubert était alors leur incapacité a suivre 
les classes ordinaires. 
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TABLEAU I: ANCIENS SELON LA SCOLARITE TERMINEE A LA SORTIE. 
Mont St-AvuBErT, 1948—1958 
Scolarité Anciens Pourcentage 
(Année (nombre ) 
\ucune scolarité 6 5.5 
Ire 16 14.4 
2 21 18.9 
7 28 aaa 
4 27 24.3 
Tf 10 9.0 
6« 2 ] 1.8 
8 1 . 0.9 : 
loral 111 : 100 ; 
Scolarité inconnue. 17 


Les quotients retrouvés se situent entre 39 et 92, le plus grand nombre entre 
et 80. Les chiflres s’éscartent un peu de la moyenne concernent quelques 
pseudo- déficients hébergés au Mont St-Aubert pour des raisons d’ordre affectif 
et a cause de problémes familiaux. Il comprend aussi un groupe d’inéducables 
venus de l’Hopital St-Michel-Archange qui ont d’ailleurs du y retourner par la 
suite. 

Comme l’indique le tableau 1, la scolarité a pu étre vérifiée chez 111 garcons; 

17 cas, les renseignements sont insuffisants. 

Les acquisitions académiques varient d’une scolarité nulle 4 une 8e année. 
Six n'ont aucune scolarité, trois seulement ont dépassé la Se année. La moitié du 


50 


dans 


PABLEAU II: ANCIENS SELON LEUR DesTIN DEputIs LA SorRTIE 
Mont St-AvuBert, 1948—1958 
Destin Anciens Pourcentage 

Emploi 70 + ; 49.6 = 
Internement 34 ' 24.1 5 ie 
Retour a la famille . 22 oe - 15.6 . 
Délinquance mK 8 . i a 5.7 

\utres institutions ‘ 4 ‘ a 28 mas 
Etudiants , : 2 ; 1 1.4 a 
Organismes sociaux f 1 0 7 a 
Toral 141 ; 100 —_ 
Note: Un certain nombre d’anciens se retrouvent dans plusieurs catégories. 
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PaABLEAU III: ANCIENS SELON LEUR ADAPTATION A L’EMPLOI 
Mont St-AvuBErT, 1948—1958 


Adaptation Anciens Pourcentage 
Excellente. . ; 51 56.7 
Movenne 13 14.4 
Mauvaise 26 28.9 
TOTAL.... 90 100 
Inconnue ; 4 


Note: Comprend les 70 anciens en emploi, les 2 étudiants et les 22 retournés dans leur famille. 


nombre total ont a leur crédit ou une 3e, ou une 4e année, les autres se partagent 
entre la lére, la 2e et la Se année. 


DESTIN 

I] est intéressant de voir ce que nos anciens sont devenus. Le tableau 2 en 
donne une idée assez exacte. 

En plus des 22 retournés dans leur famille, quatre ont du étre recueillis tot 
ou tard dans d’autres institutions; incapables de gagner leur vie, ils requierent une 
tutelle constante. 

Trente-quatre ont été internés. II faut préciser qu'une trentaine faisaient 
partie d’un groupe venu de La Jemmerais et considérés comme inéducable. Ces 
enfants constituaient un passif pour le Mont St-Aubert et leur retour a l’Hopital 
psychiatrique était a prévoir. 

Les delinquants qui ont commis quelque délit d’importance sont au nombre 
de huit. II s’agissait de vol et le plus souvent, de vagabondage. 

Disons en toute franchise qu’un de ces gargons a commis un meurtre, étran- 
glant son frére d’adoption au cours d’une colére. Céet enfant avait subi 
avant et apres son départ des examens psy chiatriques a divers endroits et rien 
ne laissait prévoir un tel malheur. L’événement invite a la réflexion et a la 
prudence dans le placement des déficients. Il fait cependant partie de l’impré- 
visible comme d’ailleurs chez les gens intelligents. Un accident exceptionnel ne 
saurait affecter l’avenir du déficient mental dans son ensemble. 

Enfin, et c’est ce qui nous intéresse surtout, 70 ont occupé des emplois. 
Comment ont-ils réussi? C'est ce que nous essaierons de voir. A noter que dans 
ce tableau sur le destin de nos anciens, quelques-uns peuvent apparaitre dans deux 
ou trois categories. 


REUSSITE DE L’ADAPTATION 


L’appréciation de l’adaptation présente de nombreuses difficultés. Nous avons 
utilisé comme source de renseignements les dossiers de la Sauvegarde de l’Enfance, 
les visites des travailleurs sociaux aux employeurs et aux déficients, la correspon- 
dance échangée ainsi que les plaintes des familles. 

Nous considérons l’adaptation excellente si le sujet a un bon comportement, 
fait preuves de bonnes qualités morales, est stable au travail et dans sa conduite, 
execute son travail suivant les exigences de l’employeur, respecte les lois de la 
société et satisfait aux exigences du milieu. 

Les cas d’adaptation moyenne ou douteuse réunissent ceux qui manquent plus 
ou moins a l'un ou l’autre de ces critéres. 

Nous classons parmi les insuccés ceux qui posent un sérieux probleme de 
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PaBLeAu IV: ANCIENS SELON L’EMpLor OccuPE DEpPUIS LA SORTIE 
Mont St-AvuBErtT, 1948—1958 


Emploi Anciens Pourcentage 

Garcon de ferme ay 50.0 
Manoeuvre 17 19.3 
Plongeur de restaurant 12 13.6 
Aide d’ouvrier 7 8.0 
Ouvrier spécialisé 2 2.3 
Messaget 2 22 
Divers 4 4.5 
Porat 88 100 


Note: 88 occupations remplies par 70 gargons. 


conduite a l'employeur ou a la famille, constituent un danger physique ou moral, 
sont incapables de faire le travail demandé ou de saisir la tache proposée. 

Notre recherche porte sur 94 garcons comprenant nos 70 en emploi; les 22 
retournés dans leur famille et 2 étudiants. 56.7%, ont ainsi réalisé une adaptation 
excellente. 14.4°, une réussite moyenne soit un pourcentage de 71.1 pour les 
deux catégories réunies. Enfin, 28.9%, n’ont pu s’adapter. Ceci rejoint certaines 
statistiques compilées ailleurs notamment en suede et par la Société de Réhabilita- 
tion de Sherbrooke. 

Plusieurs de nos anciens éleves du Mont St-Aubert ont amassé des économies 
surprenantes. Pour leur avantage, une partie du salaire des protégés de la Sauve- 
garde est placée en fiducie. Nous avons a lesprit le cas d’un débile simple har- 
monique placé en 1956, comme aide-fermier, dont le compte de banque s’éléeve a 
$1,600. Beaucoup d’exemples de ce genre pourraient ¢tre cités. 


EMPLOIS OCCUPES 

Nous avons groupé dans le tableau 4, la répartition des emplois occupés par 
nos gars d’aprés léchelle fédérale des occupations. Ces soixante-dix sujets ont 
occupé en tout quatre-vingt-huit emplois. Parmi eux, il faut le noter, quarante- 
quatre, soit 50°, s’occupent aux travaux de la ferme. 

19.3°. et 13°., occupent respectivement des fonctions de manoeuvres ou de 
plongeurs de restaurants. 

Les autres (17.1%) se partagent les fonctions d’aide-ouvrier, de domestiques 
ou occupent divers emplois auxiliaires. Deux sont ouvriers spécialisés, l'un 
briqueteur, l'autre mécanicien. 

Voici, plus en détail, quelques emplois relevés au cours de nos enquetes: 
cireur de souliers, soldat, infirmier, chauffeur de taxi, oide-boucher, aide-buandier, 
aide-fermier, messager, marmiton, aide-camionneur, appranti-peintre, domestique, 
manoeuvre, etc. 

li ressort de ceci que le déficient éducable peut dans certains cas étre assigné 
4 des emplois simples et routiniers. Les plus accessibles sont, semble-t-il, les 
travaux de la ferme, les travaux domestiques, les emplois dans les institutions. 

Il faut ladmettre toutefois, des difficultés nombreuses exigent une certaine 
prudence. Nous faisons allusion a la mécanisation des fermes, l’automation, le 
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TABLEAU V: ANCIENS SELONS LE NOMBRE DE PLACEMENTS EFFECTUES 
Mont St-AvuBeErtT, 1948—1958 


Placement Anciens Pourcentage 
Nombre Nombre 
1 ; e 25 . oe 
BOGS -sscus . 30 q 41.7 
4 et plus 17 | 23.6 
TOTaL.... 72 I . 100 


Note: Comprend les deux étudiants. 


chomage, les exigences des syndicats et associations patronales, autant d’obstacles 
au succes du placement en emploi du sous-doué. 


NOMBRE DE PLACEMENTS 


Comme cela se produit chez les normaux une adaptation peut nécessiter 
quelques essais. Sur soixante-douze anciens, soit les soixante-dix occupants des 
emplois et nos deux étudiants, un bon tiers, 37.7% se sont adaptés a leur premier 
emploi. 

Dans 41.7%, des cas, deux ou trois tentatives de placement échouérent. Enfin, 
23.6°% furent placés quatre fois et plus. 

Ces essais multiples et infructueux ont été rarement attribuables au milieu. 
Dans deux cas seulement nous avons rencontré un employeur vraiment trop €xI- 
geant. Nous prévenons cette difficulté par une enquete minutieuse menée au 
préalable par l’agence, au moyen d’un questionnaire détaillé, de lobtention de 
cing références, de visites répétées et, de certaines exigences formulées a l’avance, 
telle la signature d’un Mémoire de Convention. Les échecs sont plutot imputables 
aux déficients eux-mémes, vu leur incapacité de satisfaire a leur travail, leur com- 
portement, leur instabilité émotive et caractérielle. 

Ceci nous améne a parler des criteres a envisager pour cette tache vraiment 
délicate du placement en emploi du débile mental. 


CRITERE DE PLACEMENT 

Généralement, a la sortie de l’institution, les bons sujets réussissent a s’adapter 
convenablement a leur nouveau milieu et a leur emploi. Mais au fait que faut-il 
entendre par bon sujet? Ce n’est pas notre intention d’établir des critéres définitifs. 
Disons toutefois qu’aux premiers temps du Mont St-Aubert la sélection était 
beaucoup moins sévére. A l’heure actuelle, la surveillance psychiatrique réguliére 
exige un choix judicieux et prudent. 

Les exigences des employeurs eux-mémes nous servent d’abord de critére de 
base. Ceux-ci exigent du déficient une bonne conduite, de bonnes moeurs, l’apti- 
tude a exécuter la tache proposée, une bonne santé enfin une apparence convenable, 
pour qu'il ne soit pas un sujet de raillerie ou de honte dans les contacts avec les 
amis et les voisins. 

Nous évaluons, en particulier, chez nos éléves, leur capacité d’exercer un 
labeur quotidien, leur possibilité de se plier aux lois et exigences de la communauté, 
et cela, d’aprés les observations sur leur histoire antérieure, sur leur comportement 
et leur stabilité au travail dans l’institution. 

Dans une article paru dans American Journal of Mental Deficiency, Shafter 
résume les critéres de sélection de 47 institutions médico-pédagogiques apres 
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PasLeau VI: QuELQUES FacTEuRS IMPORTANTS DE DELECTION DES DEFICIENTS MENTAUX 
EN VUE D'UN PLACEMENT OCCUPATIONNEL D’APRES 47 INSTITUTIONS AMERICAINES. (Shafter) 


Quotient Intellectuel 

Comportement dans I'Institution 
Personnalite 

\ge Chronologique 

Fait d’Avoir Recu Tout ce Que I'Institution a pu Lui Donner 
Capacite de Faire un Travail Specifique 
Stabilite Emotionnelle 

Bonne Condition Physique 

Education Recue \cquisitions Scolaires 
Attitudes Individuelles 

\pparencs Proprete 


Histoire Anterieure 


enqucte au moyen d'un questionnaire. Chacune devait énumeérer d’apres sa 
propre experience les qualités requises pour un placement en emploi. 
Les résultats sont inscrits au tableau 6, non par ordre d’importance, mais suivant la 
fréquence avec laquelle ils apparaissent dans les réponses. Ainsi la plupart ont fait 
mention du quotient, et cet item apparait au haut du tableau bien qu’on attache 
plus d’importance au comportement. 
LE QUOTIENT INTELLECTUEL 

La question de savoir si les plus intelligents réussissent davantage est loin 
d'etre réglée. Les auteurs comme Whitecomb et Hartzler different d’opinion. 
Comme nous l’avons dit, le manque d’homogénéité dans les tests nous empeéche 
d’établir la corrélation exacte entre le niveau de nos déficients et leur succés. 
D’aprés nos constatations, il semble qu’en général, les sujets de niveaux plus éleveés 
aient plus de chance de s’adapter et donc qu’un certain potentiel soit nécessaire; 
d’autre part le quotient n'est qu’un aspect entre autres. Il ne doit pas affecter 
l'avenir du déficient. Tizard et O'Connor soutiennent “que la mesure de la 
réussite basée uniquement sur le niveau intellectuel est douteuse”’. 


COMPORTEMENT DANS L’INSTITUTION 

Le dossier de l'enfant, les observations renouvelées au cours de son stage a 
institution, son passé, Constituent une source de renseignements ow il faut puiser 
avec prudence. Quelques sujets, sujets a caution, a notre grande surprise, se sont 
bien adaptés. Certains problemes de comportement résultent parfois plus d’un 
désir d'etre placé que d'un trouble profond de la personalite. 

Les déficients harmoniques offrent un meilleur pronostic d’adaptation. Les 
dysharmoniques dont le retard mental se complique de troubles caractériels, (les 
excités, les émotifs, les instables, les pervers, etc.) donnent décidément moins 
d’espoir. 


EDUCATION 


Les effets de l'éducation et de la scolarité sont difficiles 4 prévoir. Quelques 
déficients incapables d’un travail scolaire peuvent mener une vie professionnelle 
satisfaisante. Nous avons toutefois 4 coeur de donner 4 léléve le plus d’acquisi- 


tions pédagogiques possibles. Le genre de travail doit étre également pris en 
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TABLEAU VII: ANcIENS SELONS LEUR ADAPTATION A L’EMPLOI LA SCOLARITE A LA SORTII 
ET LES TROUBLES IMPORTANTS DE LEUR COMPORTEMENT. 


Scolarité Adaptation 
et : ; Total 
comportement Excellente Moyenne Mauvaise 


(Anciens) 


Scolarité 
Aucune..... — 1 1 
ler année. 2 2 7 11 
_ 8 2 4 14 
3e “ 13 2 6 21 
4e “ 17 4 3 24 
- ies 6 2 2 10 
6e “ 1 1 
Je “ 
& 1 1 
Inconnue 3 1 3 7 
Médiane (années de scolarité) 4e année 3.5 année 2e année 3e année 
Comportement 
Harmonique 48 13 6 67 
Dysharmonique. . 3 ; 20 23 
WM ss wetc es 51 13 26 90 


considération. Des emplois domestiques peuvent exiger la capacité d’écrire, ne 
serait-ce que les messages, les numéros de téléphones, les adresses, etc. 

Nos recherches nous ont permis d’étudier de fagon assez précise pour quatre- 
vingt-dix sujets, la corrélation entre leur degré d’adaptation, leur scolarité et leur 
caractere harmonique ou dysharmonique, compte tenu toutefois du peu de 
facilité qu’on a pour évaluer ce dernier critére. 

En ce qui concerne la scolarité, les résultats sont tres variables. Un grand 
nombre de ceux qui ont réussi avaient au moins une 3e ou une 4e année, donc un 
certain potentiel. 

L’étude du comportement est nettement plus démonstrative. De nos soixante- 
sept harmoniques, quarante-huit ont une adaptation excellente, six seulement ont 
fait échec. Chez nos vingt-trois dysharmoniques, trois ont causé une agréable 
surprise mais vingt ont échoueé. 

Nous n’avons pas, faute de facilités, poursuivi notre investigation, comme 
certains auteurs, et cherché a déterminer au moyen de tests, le type de personnalité 
le plus en rapport avec tel genre de placement ou tel succés obtenu. Nos ob- 
servations sont conforme 4 celles de Tizard Shafter et les autres qui voient dans 
la stabilité émotive de la personnalité “de beaucoup le critére le plus important 
en ce qui concerne l'adaptation dans la communauté”. I] semble que l'accord 
soit fait la-dessus. 


SANTE PHYSIQUE 

Personne ne conteste la nécessité d’une bonne santé physique, dot. lim- 
portance d’un bilan phy sique et neurologique au préalable. Outre la condition 
physique générale, il faut évaluer et corriger, s'il y a lieu, les anomalies sensorielles, 
les troubles physiques, l’épilepsie, les déficiences ‘de la motricité, l’énurésie; il faut 
aussi régler avant le départ les problemes de médications, de prothéses, de traite- 
ments utiles. Parmi nos garcons, une quinzaine ont continue, apres leur départ, 
une médication (anticonvulsivants, neuroleptiques ou autres). 
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Chez nos soixante-dix anciens en emploi, une récidive d’énurésie nous a 
obligés a recommencer le placement. Douze cas de strabisme, plus un de cataracte, 
ont été opérés avant la sortie de linstitution. Sept garcons affectés de myopie 
ont regu des verres, un autre a été traité pour buphtalmie et s’est vu gratifier d’une 
prothése oculaire. Aucun ne présentait des troubles importants de la motricité. 
Sur nos trois gargons avec défauts marqués de l’élocution, deux ont bien réussi, 
le troisieme est interné. 

Enfin l’apparence extérieure, hygiene, les habitudes de propreté doivent étre 
évaluées, a plus forte raison si occupation requiert un contact avec le public. 


Ill 
REFLEXIONS COMPLEMENTAIRES 

Cette revue sommaire des placements en emploi de nos déficients sortis du 
Mont St-Aubert invite 4 quelques réflexions. 

Notre expérience concorde avec d'autres études de lallégué: nombre de 
déficients ayant un certain potentiel mais surtout une certaine stabilité de caractére 
et de comportement, ainsi qu’une résistance physique convenable, peuvent s’adapter 
socialement. 

A condition toutefois qu’on leur confie une tache ne dépassant, pas leur 
capacité, qu’on n’exige pas d’eux des ressources trop grandes, ceux-ci peuvent jouer 
un role actif dans la société, surtout s’ils sont éduqués adéquatement et si on leur 
fournit une assistance suivie. 

Les sous-doués éducables, dans bien des cas, et moyennant certaines conditions, 
peuvent avantageusement remplir certaines fonctions dans le monde du travail. 

Ils peuvent réussir dans certaines occupations monotones et simples ou 
plusieurs personnes d’intelligence normale ne pourraient étre heureuses ou satis- 
faites. 

Des travaux nombreux, en particulier ceux de Tizard et O’Connor démontrent 
la possibilité pour le déficient d’occuper avec succés des emplois comme aides dans 
les magasins, domestiques, laveurs de vaisselle, aide-fermiers, cireurs de bottes, 
garcons d’ascenseurs, etc. 

Des expériences faites en Suéde sont également encourageantes, tout comme 
le magnifique travail accompli par la Société de Rehabilitation de Sherbrooke. 

Nous ne méconnaissons pas les difficultés rencontrées par le sous-doué: 
marché du travail encombré, concurrence difficile méme pour les normaux, exi- 
gences patronales, limites fixées par les conventions collectives ou par réglements 
syndicaux. 

D’autre part, il ne faut pas l’oublier, méme si leur adaptation est satisfaisante, 
ces déficients restent par définition non seulement incapables de suivre les classes 
ordinaires mais aussi d’administrer leurs affaires avec une prudence convenable. 
Ce sont des étres en état de moindre résistance menacés par des problemes inat- 
tendus. Ils ont besoin d’une assistance soutenue et réguli¢re. II est indispensable 
qu’on leur accorde protection, surveillance et conseils appropriés. 

A ce propos, il faut louer les innombrables services rendus par les organismes 
sociaux, comme la Sauvegarde de I’Enfance, qui soutiennent, conseillent, rendent 
libres tant de jeunes sujets dont la plupart, autrement, seraient a vie longue sous la 
tutelle de l’Erat et a la charge de I’ Assistance Publique. 

Il n’y aurait pas eu de réussites s’il n’y avait pas eu de placements. Pour ce qui 
est des échecs, certains sont inévitables. Ils invitent a la prudence, a ja réflexion, 
4 la circonspection. Ceux que nous avons réhabilités auraient été confinés toute 
leur vie dans des hospices et des institutions, a la charge de l’Assistance publique. 
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Au lieu d’étre abandonnés a leur sort et de sombrer peut-étre dans la délinquance, 
ils ont appris a porter des responsabilités et a vivre plus heureux. 

Les débiles simples harmoniques dont le comportement est bon et qui ne 
présentent pas d’anomalies de caractére ont plus de chances de s’adapter sociale- 
ment dans de bonnes conditions. Il importe, avant de négocier un placement, 
de dresser un bilan complet du sujet, d’évaluer son profil personnel, psychologique, 
psychiatrique, physique et social. 

Il faut, en outre, réaliser les meilleures conditions de placement, par une 
enquéte minutieuse portant sur ’employeur lui-méme, sur occupation proposée, 
sur le milieu social-economique. Le trav: ailleur social, a qui revient cette tache, 
se doit aussi de faciliter les renseignements a l'employeur. Le sous-doué doit étre 
compris et accepté comme il est. Le patron doit connaitre le véritable poténtiel, 
les qualités et les défauts, les limites et les possibilités de son employé. Le place- 
ment en emploi est une opération délicate qui exige et la prudence et une évaluation 
scrupuleuse des facteurs précédemment énumérés. 


L°EDUCATION SPECIALISEE 

La réussite en emploi du déficient est la conséquence logique de son éducation 
spéciale et de sa préparation a la vie. Ila le droit d’étre éduqué. Cette éducation, 
mesurée a Sa résistance nerveuse et a sa capacité ne vise pas a changer sa condition. 
I] est marqué pour la vie et sa guérison est impossible. 

Un programme réaliste et pratique lui permet de développer ses faibles apti- 
tudes, d’atteindre a un certain niveau d’adaptation professionnelle, d’administrer 
son budget, d’effectuer un travail quotidien, de se plier aux exigences de la 
communauté, enfin comme on dit souvent, “de se coller a la vie” 

L’éducation, en conséquence, lemporte sur l'instruction, lentrainement 
pratique et manuel, sur le programme académique. I! ne faut jamais oublier les 
limites du déficient et exiger plus qu’il ne peut donner. 


ATELIERS PROTEGES 

Lors d'une visite récente du Congrés de l’Association Américaine “For Re- 
tarded Children” ten a Philadelphie il nous a été donné de constater les magnifiques 
efforts tentés en vus de la réhabilitation des déficients. On essaie d’inculquer au 
public que le déficient est un handicapé au méme titre qu'un infirme physique. 
On insiste aussi sur l'aide que méritent les parents éprouves. 

On y a développé de plus une formule intéressante et propre a produir de 
bons résultats: les ateliers protegés, ou comme on dit la-bas, “Sheltered Work- 
shops”, pour ceux qui ne peuvent plus profiter d’un enseignement pédagogique. 
On les définit “une manufacture ou un atelier établi dans le but de procurer 
quelque gagne-pain aux individus handicapés ne pouvant obtenir un emploi dans 
le monde du travail” 

Sous la direction d’un gérant et la surveillance de moniteurs, ces handicapés 
fabriquent divers objets dont la vente leur rapporte quelque argent. Ce systéme 
ressemble sur bien des points a celui de l'Institut National Canadien pour les 
aveugles. 

Les ateliers protégés peuvent étre organisées dans les institutions pour ceux 
qui y vivent mais aussi a l’extérieur pour les déficients en liberté. Ils ont pour 
avantage d’occuper ces garcons, de leur valoir quelque salaire, de libérer les 
parents pour quelques heures par jour, de prévenir la délinquance, etc. . . 

La formule répondrait-elle adéquatement a nos besoins? Elle mérite en tous 
cas d’étre étudiée. 

* oa * * 


En terminant, nous formulons l’espoir que les commissions scolaires, les 








118 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 4, No. 2 


autorités gouvernementales, les gens des diverses disciplines concernées, concen- 

trant leurs competences et leurs efforts, élaborent un programme précis pour 

léducation, l’orientation et la réhabilitation de ces anormaux de Il intelligence. 
* * * * 7 

Reposer ce probleme si complexe de l'avenir du déficient mental éducable, 
tel est le but de la présente communication. I] doit étre pensé et résolu dans cette 
perspective médico-pédagogique ou, comme le disait si bien le regrette Dr Miller 
“la médecine doit se tenir au service de la pédagogie”. 

Nous tenons a remercier le Dr Rolland Pichette, directeur médical du Mont 
St-Aubert, dont les observations nous ont été trés utiles. 

Notre reconnaissance va aussi a monsieur James Hodgson, professeur de 
statistiques a la faculté des sciences sociales, pour ses précieux conseils ainsi qu’au 
personnel de la Sauvegarde de l’Enfance et du Mont St-Aubert pour leur excellente 
collaboration. 


Résumé 

Le Mont St-Aubert est un petit institut Meédico-Peéedagogique en voie d’orga- 
nisation, situé a Orsainville pres de Québec et dirigé par les Freres Hospitaliers de 
St-Jean-de-Dieu. Cette maison regoit actuellement 29 garcons déficients mentaux 
éducables de 12 a 18 ans dont le quotient se situe habituellement entre 50 et 80. 

Depuis 10 ans, soit 1948, plus d’une centaine de gargons sont sortis du Mont 
St-Aubert. Vingt sont retournés dans leur famille. Les autres sont des orphelins 
a qui on a du trouver un foyer et un emploi. 50%, s’occupent aux travaux de la 
ferme, 19.3°., travaillent comme manoeuvre, 13.6°, comme plongeurs de restau- 
rants. Les autres sont aide-ouvriers, messagers, ouvriers spécialisés ou encore 
occupent des emplois de chauffeur de taxi, soldat, cireur de bottes, etc., etc. 

Leur adaptation a été jugée excellente dans 56.7°. des cas, moyenne dans 
14.4°. et mauvaise pour 28.9°.. 79.4%, de ces enfants ont nécessité un, deux, ou 
trois placements. Les autres nous obligeant a 4 tentatives ou davantage. 

Les critéres de placement sont, a notre avis, une bonne conduite, de bonnes 
moeurs, l’aptitude a exécuter la tache proposée, une bonne santé, une apparence 
convenable. Il faut évaluer le quotient, la stabilité au travail, le comportement 
dans l’institution, le caractére, la stabilité émotionnelle. 

Nombre de déficients ayant un certain potentiel mais surtout une stabilité de 
caractere et de comportement ainsi qu'une résistance physique convenable peuvent 
étre adaptés docialement dans certaines conditions. 

Ils ont besoin d’une assistance soutenue. II faut louer les innombrables services 
rendus par les organismes sociaux, comme la Sauvegarde de I’Enfance ici a Québec, 
qui soutiennent et protegent des enfants sous-doues. 

La formuel des ateliers protégés ou “Sheltered Workshops” si 4a lhonneur 
aux Etats-Unis nous parait intéressante pour le déficient en liberté comme pour 
ceux qui vivent dans les institutions. 

L’avenir du déficient mental constitue un probleme médico-pédagogique ou 
la médecine doit se tenir au service de la pédagogie. 


Bibliographies 

Tizard, J., O'Connor, N. The Occupational Adaptation of High-Grade Mental Defective, 
The Lancet, no. 13, vol. 11 Septtmber 1952, pp. 620-623. 

Schafter, J. A., The Vocational Placement of Institutionalized Mental Defectives in the United 
States, The American Journal of Mental Deficiency, vol. 59, no. 11 October 1954, pp. 
279-307. 

Delage, Jean, Le Probléme de la déficience mentale chez l'enfant dans la Province de Québec, 
Laval Médical, Mai 1954, pp. 612-623. 


*D’aprés une expérience tentée au Mont St-Aubert, de 1948-1958. 

















April, 1959 PLACEMENT EN EMPLOI DES DEFICIENTS MENTAUX 119 


Report of National Association for Retarded Children, Seventh Annual Meeting, October 1956, 
»p. 31. 

Tizard, J., O'Connor, N., The Employability of High-Grade Mental Defectives, American 
Journal of Mental Deficiency, vol. 54, July 1950, pp. 153. 

Cookly, T., Study of Feeble “ Wards employed in War Industries, American Journal 
of Mental Deficiency, vol. 1, October 1945, pp. 304. 

O’Connor, N., Defectives Working in the Community, American Journal of Mental Deficiency, 
vol. 59, October 1954, pp. 173-180. 

Hartsler, E., A Follow in Study of Girls discharges from the Laurelton Village, American 
Lag of Mental Deficency, vol. 55, April 1951, pp. 612-618. 

Hiatts, M. Casework Services in Community Placement of Defectives, American Journal 
of Mened Deficiency, vol. 56, July 1951, pp. 209. 

Walker, J. L., Psychological Tests as predictors of Vocational Adjustment, American Journal 
of Mental Deficiency, vol. 56, October 1951, pp. 431. 

Miller, J. C., Pelletier, A., Un probleme médco-pédagogique: L’Educabilite, Laval Medical, 


vol. 3, no. 7, septembre 1938, pp. 229-238. 
Kohler, C., Les déficiences intellectuelles chez l'enfant, Presses Universitaires de France, Paris, 
1954. 


Douglas, Marcelle, Some Concrete Contributions to Occupational Education in the Academic 
Classroom, Amercan Journal of Mental Deficiency, vol. 48, January 1944, pp. 238-291. 

Le probleme social de la déficience mentale, 3¢ Congrés Général de Caritas-Canada, section 
francaise, Montréal, 1955. 


Summary 


Mont St-Aubert is a small medico-pedagogic institute in its first years of 
organization, which is located near Quebec city and is administered by the 
Brothers of St-Jean-de-Dieu. Twenty-nine educable mental defectives, from 
12 to 18 years of age with an IL.Q. of between 50 and 80 are accepted in this 
institution. 

In the last 10 years or since 1948, more than 100 defective boys have been 
discharged from Mont St-Aubert, of which 20 were returned to their family, the 
others being orphans for whom home and employ ment had to be provided. 50 
work in a farm; 19.3°4 as labourers; and 36°4 as dish-washers. The others are 
helpers, messengers, specialized workmen, taxi drivers, soldiers, shoe shiners, etc. 

Their adaptation has been judged excellent in 56.7°. of cases, fair in 14.4 
and bad in 28.9°,. In 79.4°. of these children, one, two or three changes of jobs 
were necessary, while for the others we had to do four or more attempts. 

Criteria for putting them on a job are, to our mind, a good conduct, a good 
morality, the c capacity to do the job offered, a good health and fairly good looks. 
Intellectual quotient, regularity to work, behavior in the institution, character 
and emotional stability must be evaluated. 

A fairly good number of mental defectives have some intellectual potential 
and particularly with character and behavior stability and fairly good physical 
resistance can be socially adapted in satisfactory condition. 

They must be prov ided with sustained help ‘and in that respect the invaluable 
assistance given by social agencies, such as in Quebec the “Sauvegarde de lEn- 
fance” is to be recognized, because of their help and protection to defective 
children. 

The sheltered workshops, which have become quite extensively used in the 
U.S.A., appear to be a very interesting solution to the problem, by the patient on 
his own, as well as that who is in an institution. 

The future of the mental defective represents a medico-pedagogic problem 
when medecine must be of assistance to pedagogy. 
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Edttorial 


A National Office ? 


At the Annual Meeting in Ottawa this year the members of the C.P.A, will 
be asked to consider the advisability of establishing a National Office as Head- 
quarters for the Association. This proposal follows upon the decision of the 
Board of Directors to grant permission to the Journal Management Committee 
to acquire Editorial offices and staff. From the inception of the Association the 
tasks of Secretary, Treasurer, and committee chairmen as well as successive 
presidents have been carried out either in their offices or residences. This was 
possible when there were less than a hundred members and only one or two 
committees but during the past ten years the membership has grown to approxi- 
mately six hundred and we now have fifteen to twenty active committees and 
a growing commitment towards the health of the Nation. Clearly reorganization 
is necessary if the Association is to remain effective. 

A central office would provide for maintenance of a more accurate and 
unified mailing list of members, a task now fraught with the probability of error 
owing to different lists bei: 1g maintained by a number of Association officers, to 
say nothing of the nomadic tendencies of psychiatrists. A central office would 
also make possible a more rapid and systematic procedure for handling applica- 
tions for membership which must each be considered by numerous members of 
the Association. Thirdly a need for centralized facilities for typing, duplicating 
and mailing arises from the pattern of committee structure w hich this Association 
has devised, i.e., nucleus committees in one locality with corresponding members 
throughout the country on each committee. E ffective cooperation of members 
of the committees requires the frequent circulation of minutes, reports and cor- 
respondence. Some chairmen, fortunate to have such facilities at their disposal 
have generously provided them when necessary; others, less favourably placed in 
this respect, have found this essential task limiting or have been faced with 
embarrassment or expense. Moreover, the infrequent and, unfortunately, brief 
meetings feasible for the Board of Directors, at which recommendations of im- 
portance arising from committee studies must be officially considered, require 
advance distribution of committee reports prior to meetings. A National Office 
with staff and equipment would provide for this need. Lastly the gradual 
accumulation of archives of the Association in the scattered offices of voluntary 
officers is already straining private filing facilities. Moreover, the dispersion of 
records limits their usefulness and endangers their preservation. 

Less tangible but, nevertheless, important benefits would result from the 
establishment of a National office. Through the years it would symbolize a 
permanence, stability and significance of the organization in its relationship with 
other bodies. Moreover such an office would provide the members with a 
source for dissemination and collection of information and would serve as an 
effective liaison office for other Canadian and international psychiatric societies. 


This need, which has been growing throughout the years must be dealt with 
in the immediate future and it would seem prudent to meet it now while we are 
in the process of renting office space and staff in order to continue publication of 
this Journal. 
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Book Keuteu 


MENTAL HEALTH IN COLLEGE AND UNIVERSITY 
Dana L. FAarNswortH, M.D. (Harvard University Press 1957) 244 pp. $5.95. 

This brief book is written by the Professor of Hygiene and Director of 
University Health Services at Harvard. Notes on the inside cover indicate that it 
is designed to give an over-all view of the field of mental health in colleges. 
Though written primarily for educators, it is also intended to be of value to 
psy chiatrists and to those of the general public who are concerned with the prob- 
lems of higher education and with the waste of “university failures”. In the 
foreword the author reveals the further hope that the volume will serve as a 
stimulus for the development and improvement of mental health services in 
universities. 

First there are outlined some of the current definitions of mental health and 
the particular relevance of these to the effective functioning of the college 
student. The author then proceeds i in a number of chapters to survey some of the 
manifestations of defects in emotional maturation seen commonly in college 
students and in the faculty. Then, in what this reviewer found the most valuable 
section, there is a discussion of the practical considerations involved in establish- 
ing and maintaining a counselling and psychother rapeutic service in a university. 
With an insight obviously born of practical experience, the author outlines the 
various alternative ways of establishing a good working relationship between the 
psychiatric service and other groups — the administration, the student body, the 
general student health service and those faculty members who do counselling. 
The practical matters of lines of authority, protecting confidential information, 
communicating with parents, and financing the service, are all touched upon. 
Finally there is a general disc ussion of possible approaches to the difficult matter of 
te aching * ‘mental health concepts” to students and faculty members in the various 
schools of the university. 

The appendix records certain recommendations which are an outcome of the 
national conference on Mental Health Problems in College held at Princeton in 
1956. , 

The book is clearly and concisely written, but being intended primarily for 
non-psychiatrists, avoids the technical language of psy chiatry and deals only in a 
brief and general way with psy chodynamic concepts. It would, of course, be of 
further interest to psychiatrists if there were a more detailed consideration of the 
treatment in the college setting of the commoner types of emotional disorder, 
particularly if this were illustrated with summarized case outlines. Nevertheless 
the book is a valuable introduction to the field and would reward reading by any 
psychiatrist concerned with university health problems and indeed with any w ho 
deal with adolescents and young adults. 

G. C. Sister, Winnipeg. 


THE PSYCHIATRIC HOSPITAL AS A SMALL SOCIETY 


Witiiam Caupiti. (Printed for the Commonwealth Fund by the Harvard 
University Press, 1958. 406 pages. Price $6.50.) 


The material which forms the substance of this book was gained from 
observations made in a small Psychiatric Hospital. Nevertheless, ‘the author’s 
approach and findings are highly relevant to all Hospitals whether large or small. 
Anyone having had administrative responsibility in a Psychiatric Hospital can- 





7 


22 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAI Vol. 4, No. 2 


+ 


not fail to recognize the problems that the author defines so clearly. In the 
opinion of this reviewer, the detailed description of a collective disturbance 
within the hospital is essential reading for every Administrator. One is struck 
by the similarity between many of the features of ‘the collective disturbance and 
the covert disagreement situation as first defined by Stanton and Swartz, the 
former involy ing classes of individuals, the latter, individuals. 


In a more critical vein the author loses much of the potential value of his 
observations by attempting to interpret them on a psychodynamic basis rather 
than interpreting what are in fact social phenomena, sociodynamically. From 
this error in the application of theory the reader is left with a number of ‘problems 
that are of great administrative and therapeutic importance without the satisfac- 
tion of being told how to deal with them. The only suggestion offered by the 
author as a possible solution, comes in the last chapter. He suggests that a 
Clinical Anthropologist be appointed to the Hospital staff as a kind of roving 
social trouble shooter. Trouble shooting in the Hospital organization in my 
opinion, is the responsibility of the Administrator. With this is mind, I would 
suggest that the Anthropologist stay in his field of social research of which this 
book is a valuable example. The Anthropologist defining from his research 
the problems that occur in the hospital social system, w hy they arise, how they 
can be prevented and how dealt with, leaving the running of the Hospital to 
the Administrator. 


In conclusion this book is a “must” for all those with administrative respon- 
sibility. 


I. L. W. Crancey, M.D. 

















April, 1959 ANNUAL GENERAL MEETING 


Cauadiau Peychiatrie -AArsectation 
AAunual General Meeting - 1959 


4th, 5th & 6th June 


Chateau Laurier Hotel — Ottawa 


PROGRAMME 
THURSDAY — 4th June 
9 a.m.-5 p.m. Boarp oF Director’s Meretinc in Faculty Room, Medical 
School, University of Ottawa, Nicholas St., Ottawa. 
9.30 MEETING oF CoMMITTEE ON CHILD PsyCHIATRY 
(See announcement on last page of programme). 
3 p.m.-8 p.m. RecistrRaTion in Convention Hall, Chateau Laurier. 


FRIDAY — 5th June 

8.30 a.m. on REGISTRATION — Convention Hall, Chateau Laurier. 

9 a.m.-12 noon’ Seientifie Session — Chateau Laurier Hotel. 
PaneL — Techniques in short term psychotherapy — Chairman, 

Dr. W. C. M. Scott. 

a) Structural factors and limitations — Dr. J. Guild. 
b) Use of dreams — Dr. K. Stern. 
c) Responses of the therapist — Dr. D. Watterson. 
d) Relationships with relatives — Dr. R. R. Lemieux. 


BREAK 

11 a.m. Academic Lecture — Dr. P. A. H. Baan — Utrecht, Holland. 

12.30-2 p.m. Luncheon — Quebec Suite, Chateau Laurier. 

PRESIDENTIAL Appress — Dr. Ewen Cameron. 

2.15 p.m. Annual General Meeting: C.P.A. Convention Room, Chateau 
Laurier. 

6.30 p.m. President’s Reception — Hull! Armories, Hull, P.Q. 
Annual Dinner — Speaker: Mr. Alan Jarvis, Director—Na- 
tional Gallery, Canada. 

9 p.m. ANNUAL Dance — Hull Armories, Hull, P.Q. 

SATURDAY — 6th June 
9 a.m.-1 p.m. Scientific Session — Convention Hall, Chateau Laurier. 


RESEARCH SyMposiuM — Chairman: Dr. A. B. Stokes. 
a) “Electronic Computers in psychiatric research”, Dr. A. 


Richman. 
b) “Repetition of Verbal Signals” Drs. Levy and D. Ewen 
Cameron. 


c) “Adrenal Cortical stress effects in Senility”, Drs. V. A. 
Kral and B. Grad. : 
d) “Personality and Dietary cholesteral”, Dr. B. Sloane et al. 
Ciinicat Reports. Chairman: Dr. J. B. Boulanger. 
a) “Concept of Mileau Therapy”, Dr. W. E. Powles. 
b) “Impramine (Tofranil) in Depression, Dr. I. S. Kenning. 
c) “Addiction to Tranquillizers”, Dr. E. S. Goddard. 
d) “Study of EST with Muscle Relaxants”, Dr. D. P. Gunn. 
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12.00 “THE RELATION BETWEEN THE SEXES AMONG 
THE YORUBA OF NIGERIA” Dr. R. Prince. 


1.00-2.30 p.m. Boarp oF Drrecror’s MEETING (1959-1960). 
Chateau Laurier. 


LADIES’ PROGRAMME 
FRIDAY — 5th June 


9 a.m.-10 a.m. ReGistration — Ladies’ Cafe — Chateau Laurier. 

10.00 a.m. Tour or CapiraL 

1 p.m. LuNcHEoN — Ottawa Country Club. 

6.30 p.m. Presipent’s Reception — Hull Armories, Hull, P.Q. 

7.30 p.m. Dinner — Hull Armories, Hull, P.Q. 

9.00 p.m. DANCE. 
SATURDAY — 6th June 

9.30 a.m. ConTINENTAL Breakrast — Ladies’ Cafe, Chateau Laurier. 


Visits To Points or INTEREST. By Arrangement. 





C.P.A. ANNUAL GENERAL MEETING 
CHILD PSYCHIATRY SECTION 


On Thursday, 4th June, 1959, at the Chateau Laurier, a whole day will 

be devoted to Child Psychiatry. 

The programme will include a morning of scientific papers, luncheon, an 

open business meeting and an invitation dinner to which wives will be 

welcome. 

All psychiatrists interested in Child Psychiatry are invited to attend. 

REGISTRATION — 9.30 a.m., Chateau Laurier. 

For fui ther details write to:— 

Dr. Angela Hefferman, Secretary, Child Psychiatry Committee, Canadian 
Psychiatric Association, Ottawa General Hospital, Ottawa. 








HAVE YOU MADE YOUR RESERVATION? 


Cut out and mail to address indicated 








lO: DR. S. ABELSON, 
Chairman, Housing Committee, C.P.A., 
232 Metcalfe St., Ottawa. 
PLEASE RESERVE ACCOMMODATION FOR: Myself, my wife 


and guests, 
I will arrive June 1959 at a.m. p-m. 
I will depart June 1959 at a.m. p-m. 


| would prefer: HOTEL—single room 
double room 
| would prefer: MOTEL—single room 
double room 
NAME ; 
ADDRESS CITY 
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THE PSYCHODYNAMIC BASIS OF COMPENSATION: 
A CONTRIBUTION TO THE STUDY OF EGO DEFENCES* 
G. J. Sarwer-Foner, M.D." ano T. E. Dancy, M.D. 


Although the material on which this paper is based is drawn mainly from the 
cases seen in veteran and military psychiatry, the common underlying psycho- 
logical factors apply to the ever ‘enlarging areas of life that are covered by the 
state w elfare; by certain aspects of social security, by industrial pension, by 
disability, and health insurance schemes. 

The sociological changes produced by the greater acceptance by these 
organizations for large areas of the patient’s life offers a new social matrix within 
which psychopathology can operate. 

Veterans psychiatry have had many years’ experience in this field. It can, 
as a result, contribute to a better understanding of certain ty pes of patients whose 
sy mptomatology operates w ithin this framework, especially when compensation 
in terms of care, monetary reward, or both, is offered for pathology or reduced 

Caps acity to function. 

The theoretically normal person must, w hen ill, regress with equanimity and 
permit others to care for him. He is enabled to do so because past life experience 
has taught him that the people who should care for him do in fact fulfill their 
functions. The well-adjusted person is thus enabled to fall back on these earlier 
proven and satisfying patterns of allowing others to care for him, without feeling 
that his “manhood” or “womanly integrity,” as the case may be, is particularly 
threatened. 

In contradistinction to the above, the person who tends to perpetuate the 
symptoms of an illness or injury for the purposes of secondary gain usually has 
unrequited demands for love, attention, and affection which go back to the 
formative years, and particularly to the oral stage. This unrequited orality 
with its frustrations, aggressions, and the use of introjection and projection of a 
loving or frustrating object, is the template that warps all future developmental 
phases. Any situation, current in later adult life, involving love, care, attention, 
or recovery from illness or injury in this type of patient, sy mbolically awakens the 
past frustrations in these areas of infantile experience. Thus, the new situation 
is treated as a repetitive appearance of formerly threatening ones, independently 
of any external reality factors that may also be operative. 

The familial interpersonal relations and milieu that led to the primitive 
frustrations tend to continue, so that difficulties in the anal and phallic stages of 
psychosexual development are usual, and are added to those fixations that have 
already occurred in the oral phase. 

Asa result of frustrations in all dev elopmental phases and familial interpersonal 
relations, these patients have individually variable degrees of uncertainty as to their 
own adequacy and competence for the biological and sociological roles that 
family status and social opportunity present them with. These patients have 
learned through repetitive early emotional trauma that their own strivings cannot 
earn or merit the necessary amount of love, food, or care from their family and 
entourage. Later these feelings of personal inadequacy are translated into social 
areas such as the quest for work, prestige, recognition, and a feeling of personal 

°Presented at the Veterans Symposium, 113th Annual Meeting, American Psychiatric Association, 
Chicago, Illinois, May 16, 1957. From the De os nt of Psychiatry, Queen Mary Veterans Hospital, and 
the Department of Psychiatry, McGill University Faculty of Medicine, Montreal, Canada. 

iConsultant in Psychiatry, Director of Psychiatric Research, Queen Mary Veterans Hospital; Lecturer 
in Psychiatry (Dem.), McGill University Faculty of Medicine, Montreal, Canada. 

2Psychiatrist-in-Chief, Queen Mary Veterans Hospital; Advisor in Psychiatry to Director General 


Treatment Services, Department of Veterans Affairs (Canada); Associate Professor of Psychiatry, McGill 
University Faculty of Medicine, Montreal, Canada. 
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worth. Many of these, when ill, regress to the level of these primitive fixations, 
and tend to remain regressed. 

Secondary gain may be defined as the psychological and sociological advan- 
tages which are obtainable through being ill. The existence of a sociological 
framework within which compensation for illness or injury exists, permits many 
of these passive-dependent patients, with the above- described conflicts, to seek a 
pension, care, or a monetary reward as a self-justifying and healing balm. It is 
a balm for ever-present and. unrequited needs for love, care, and attention. 

In adult life the patient reacts to these needs in one of two ways: either with 
the expectation of not being cared for at all, or by a repetitive pattern of con- 
tinually seeking in all figures of authority, or in all agencies whose function is 
to care for individuals, the longed-for and lost surrogates of the infantile situation 
in which he originally suffered, was frustrated, or deprived. 

Thus, the patient may withdraw increasingly from a situation, or may 
actively seek, through any ‘of the means available, symbolic gratification of the 
above-mentioned needs. 

It is for these latter patients that the nation, state, or institution concerned, 
becomes the unconscious symbolic surrogate of the family, which did not originally 
meet the patient’s needs for the above-mentioned factors. The demand for these 
needs are then transferred to these institutions. The elements of secondary gain 
(money or care) are sought in relationship to the above, and compensation has 
deep significance in these respects. It should be obvious that most of the factors 
involved in the need for secondary gain operate at an unconscious level and outside 
the conscious awareness of the patient. “Though some factors may be consciously 
known to the patient, the determinant ones are usually unconscious. 

Several case histories will now be given to illustrate some of these points. 

The first illustrates the use of the hospital to create in reality an illusion of 
social adequacy, which was realistically permissible in that situation, as a defence 
against underlying feelings of worthlessness. 

Case 1: M.R., a 58-year-old, white, male officer who served in World War I, was 
“gassed” and “shell shocked” with “disordered action of the heart” (cardiac neurosis) 
in that conflict. 

Since the °30’s he has been increasingly obese, and has lived separately from his wife 
since 1937. They had no children. He worked episodically at various jobs for rela- 
tively short periods of time. 

At present he is obese, passive, feminine in his mannerisms, of superior intelligence, 
and with strong oral drives. Since 34 he has had a well defined essential hypertension. 
his hypertension has had several malignant phases, during one of which he had a retinal 
hemorrhage of the right eye, with partial blindness as a result. Last year he suffered a 
mild stroke with little residual disability. 

This patient’s behaviour expresses his feelings of being alone and abandoned, 
of being weak, and unwanted. This is combined with great pretentiousness and pride. 
He is very sensitive about his dignity and resorts to completely unrealistic manipulations 
because in his own eyes it keeps up appearances. 

In the last six years his anxiety has been continual, and he has become a chronic 
alcoholic who drinks when out of hospital to attempt to control his state of near panic. 
Three years ago he resorted heavily to barbiturates by the oral route as well. 

He manipulates all and every situation to gain admission to hospital. These occur 
when he is in fact seriously ill medically with hypertension, glaucoma, bronchitis, chronic 
emphysema, or post-alcoholic shakes and anxiety. It is not, however, his medical 
condition which motivates him to seek admission, but rather the periodic outcropping 
of marked anxiety related to his feeling of being alone in the world, and looking for 
support while feeling unwanted. For instance, he has at times been seriously ill with 
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malignant levels of hypertension without attempting to enter hospital, because during 
these periods he was grandiosely drunk, while at other times when medically not too 
seriously ill his tendency to develop the above-described psychological state led him 
to seek hospitalization. 

When admitted he always arranges to remain in hospital for very long periods of 
time (3 to6 months). He refused to go to our hospital for chronic medical care, which 
in realistic terms he needed, and he persisted in completely unrealistic manoeuvres 
meant to preserve his own concept of self, and to remain on his own terms in the acute 
medical ward in the hospital for the treatment of acute patients. 

On admission he usually presents a gross coarse tremor of the extremities and 
hypertension. The tremor disappears, and the hypertension improves as he is treated. 
As soon as discharge is mentioned or is contemplated, he redevelops the tremor, and 
asks to remain longer since “I still don’t feel well and have the shakes.” He has been 
hospitalized every two years or yearly from 1919 to 1943, with two or more admissions 
each year since 1954. 

This patient uses his considerable degree of medical pathology for the gratification 
of unconscious dependency needs, and for the gratification of orality, as well as at times 
for the obtention of realistic medical care. All of his illnesses and symptoms are used 
defensively, incorporating the hospital framework. His completely unrealistic ma- 
noeuvres help to maintain in his own mind a proper sense of personal dignity. This is 
the defence he uses to reassure himself that he is nevertheless an adequate man, while 
obtaining his 100% pension, and living in an hotel-like existence in an officers’ ward, 
where on recovery from the acute phase of his medical illness, and feeling better, he is 
able to function at his own level in terms of physical activity. At the same time he is 
guaranteed continual medical supervision. He thus obtains the care and support he 
needs but, above all, is enabled to keep a psychological image of himself as a meritorious, 
well-cared-for gentleman, as compared to his status outside of the hospital which, if he 
looked at it, would be one of a lonely, ill, and alcoholic old man, unable to work, and 
living on a partial pension. His touchiness, and his continual attempts to manipulate all 
and every rule, regulation, and figure of authority has meaning only in terms of the 
above, and are denials of underlying feelings of castration and of marked feminine 
identifications. 

The second case illustrates the incorporation of the hospital framework as a 
point of reference in reality for a system of projection that protects against feelings 
of castration and femininity. 

Case 2: Mr. L.R. This 35-year-old, white, married man received a shrapnel 
wound of the left leg in Italy in 1943, with injury of the left posterior tibial nerve and 
neuroma formation. For this he is pensioned. Formerly a day labourer and lumber- 
jack, he was sensitive about his lack of educational training. Of limited intelligence, he 
had always had underlying fears that he could not function adequately. 

Discharged from the Army, he worked for several years and then came to the 
orthopaedic and, later, neurosurgical departments because of “intense burning pain and 
stabbing sensations,” as well as parasthesias of the left leg and foot. He claimed that this 
interfered with his work, and he had in fact become increasingly rigid, hostile, bellicose, 
suspicious, with moderate ideas of reference, and marked self-accusitory distortions of 
other people’s motives in his interpersonal relations. 

The neuroma was removed and after convalescence he was discharged to return 
to work. He quickly gave up his indoor factory job, stating that his leg still pained 
him. He insisted that he be given a “functional foot again.” All attempts at ortho- 
paedic and physiotherapeutic intervention proved futile. After many months of this 
he became increasingly litigious, threatening, and blustering, demanding that further 
surgical or orthopaedic procedures be considered. Further prosthetic devices and 
boots were prescribed to no avail. The patient then insisted that the leg be “amputated” 
since, “It’s no good as it is,” and “With an artificial one I can then go back to my outdoor 
work as a strong lumberjack, and be free of pain.” He persisted with completely 
unrealistic visualizations of a new, wonderful, and over-idealized pain-free leg, which 
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would result when amputation removed his own limb and replaced it with an artificial 
one, or he would insist, with similarly unrealistic motives, that an orthopaedic surgical 
procedure, which would create a drop foot and necessitate the wearing of a brace, be 
pe rformed. 

He had been seen in psy chiatric consultation and a diagnosis of early schizophrenia, 
paranoid type, was made. This illness was characterized by the need to project on to 
his painful foot all the reasons for not being able to function. While it was clear to 
the patient that his leg had been injured in the war, his feelings of inadequacy, due to 
his underlying feminine identifications, and his symbolically castrated state, were thereby 
kept hidden from himself. He thus used his symptoms as a last ditch defence against 
these feelings of castration. His demands for further surgical procedures would have 
further fixed the responsibility for his disability on the doctors, and away from his 
psychopathology. The patient clung to his leg pain as a defence that explained and 
excused his inability to function. 

In this case, recommendations to increase his pension to a level commensurate with 
his really increased state of incapacity were made, and the patient was hospitalized for 
treatment of his schizophrenia. 

Here again we see symptoms being modified, the course of an illness changed, and 
the fact of being able to obtain monetary and hospital care being incorporated as part 
of the mechanisms used to maintain a greater degree of contact with reality (ego 
defences). 

The following case illustrates well many of the points made in this paper, and 
illustrates the dev elopment of an acquired pattern of dealing with the state and all 
similar institutions, as direct unconscious surrogates of the family, of which the 
patient had been deprived. 

Case 3: Mr. T.H., a 58-year-old, white, married male had had multiple admissions 
to Queen Mary Veterans Hospital. On two of these occasions admission was to the 
open psychiatric wards for depressive reaction, with symptoms such as nausea, retching, 
and at times vomiting, which were associated with a post- gastrectomy sy ndrome. On 
others, his admissions occurred after alcoholic episodes, and the patient would show 
marked gross tremor of the extremities as well. 

Irrespective of the reason or diagnosis, he usually had difficulty controlling his many 
aggressive and hostile impulses which were markedly evident just prior to hospitalization. 
These produced intense anxiety. Prior to admission he usually, therefore, attempted 
to cope with his anxiety by drinking to excess (beer and whiskey). 

Within the hospital framework the above-mentioned symptoms would persist for 
one to four months, by the middle of which period the patient was exploiting the socio- 
logical organization of the hospital, which he knew thoroughly, to arrange the maximum 
of privileges and liberties for himself, while at the same time he insisted that for the 
present at least he was too ill to leave hospital and work. At these times he would 
often show suicidal thoughts. He has never made a serious suicidal attempt, but he 
once impulsively slashed his wrist during an argument with his wife. This has been 
a self-punitive gesture,*as well as one calculated to control his spouse. 

When depressed he develops marked tremor of the extremities, and many sy mptoms 
of intense anxiety, including hyperperistalsis, nausea, and vomiting. 

The patient was pensioned at 40%, for “duodenal ulcer aggravated by service,” and 
“psychoneurosis aggravated by service.” When he is in hospital he, like all pensioners, 
receives 100% disability. 

His history shows the following points of significance: 

Born in E ngland 58 years ago, of a working-class family, his father, a mill worker, 
died of T.B. when the patient was two years ‘old. The patient was the youngest of 
three boys; the others being +2 and +4 years. The mother was left destitute, and 
the patient was the only one of the children who had to be placed in an orphanage 
where he remained up to the age ten. At that time he rejoined his mother who had 
remarried. The patient left home to work at age fiften, and joined the Imperial Army 
at the outbreak of World War I, in 1914, when seventeen. He served with the infantry 
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and was wounded twice — a gun shot wound in the left hand in 1916, and a gun shot 
wound in the left leg, in 1917. He continued in the Regular Imperial Army until 1929, 
when economy measures resaleed in the discharge of all partially disabled men. He 
accepted a lump sum pension settlement from the British Pensions Commission for his 
war wounds, thereby agreeing to make no further claims either for treatment or for 
monetary rewards for these conditions. 

He migrated to Canada in 1930, and worked as a clerk in a Civil Service position. 
At the outbreak of World War II in 1939 he obtained a leave of absence and enlisted 
in the Canadian Army, being employed in the quartermaster’s stores of an infantry 
battalion. 

He was sent overseas early in 1940, and was blown through the roof-of his hut by 
vomb blast during the Battle of Britain, and spent five weeks recuperating from concus- 
sion, blast effect, and post-traumatic anxiety. During this period epigastric pains radiat- 
ing to the back developed, and investigation rev ealed an acute duodenal ulcer. He was 
returned to Canada and received treatment for this condition throughout the remainder 
of his military service, which ended in 1945, 

Discharged from the Army, he resumed his Civil Service job, but had periodic 
exacerbations of his symptom: atology, his ulcer progressing with tendency to pe rforation 
and hemorrhage. Asa result, a sub-total gastrectomy was performed in 1951. Follow- 
ing this, he lost weight and developed a classic post-gastrectomy syndrome. 

From 1948 to the present date, the patient was seen with inc reased frequency by all 
hospital departments, including the psychiatric service, and had accumulated a total of 
four hospitalizations in the psychiatric unit during this period, two of them being on a 
closed ward. 

Of superior intelligence, with many oral sado-masochistic features, and with an 
obsessive-compulsive personality, and many features of an anal character as well, he 
relates to others with frigid politeness, and intense sarcasm and covert hostility. There 
were many underlying paranoid trends, and the patient had difficulty in containing his 
hostile and aggressive impulses when frustrated. 

This patient’s marked oral fixations show many features of what Melanie Klein has 
called the “infantile paranoid position.” His unrequited orality derived from primitive 
relationships with his mother, but to this was added the marked emotional trauma and 
depravation caused by the death of his father, and his own institutionalization in an 
orphanage. A rigid toilet training, and a very rigid and moralistic upbringing were 
part and parcel of the above. 

His life experiences taught him from age two onward that he could make his way 
in the world, and ensure his welfare, by learning to deal with and manipulate govern- 
mental institutions. This is achieved by learning the formal, as well as the informal 
social structure and hierarchy thoroughly. One then adapts adequately to the ap- 
propriate do’s and dont’s of the milieu in order to obtain the maximum possible 
gratification of care and dependency needs. This patient shows this last mentioned 
tendency as a central, neurotically determined, behaviour pattern which repeated itself 
throughout life. In succession he was associated with the British orphanage, the Imperial 
Army, Imperial Civil Service, Canadian Army, Canadian Civil Service, Federal hospitals, 
Federal doctors, and the D.V.A. Pension Board. These he treated as mother surrogates, 
and reacted to them with paranoid distortions and frustrated rage when these institutions 
did not fulfill the motherly role he yearned for. His symptoms were an attempt to 
force these institutions to fulfill this role. 

His superior intelligence and his oral strivings made it easy for him to “swallow 
up,” learn, and observe the necessity rules and regulations, and to use the manipulative 
procedures of the “old trained soldier” who had learned to “scrounge” (i.e., find the 
loopholes in any situation ) his way through life. His symptomatology expresses his 
needs and operates in its demands for care, love, and the gratification of passivity needs 
within this framework. 

His pathology, and his ego defences against them, including his acting out behaviour, 
and the psychodynamic meaning of his illness, are only understandable in terms of the 
use made of the above-described reality social framework. 
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Discussion 


Space does not permit the full elaboration of the many and varied facets of 
the same problem commonly seen. The common points will nevertheless be 
touched on. These are the seeking of money and/or care as a self-justifying and 
healing balm for the past frustrations and injuries received at the hands of their 
masters in the family group. Thus, continual attempts are made to satisfy the 
ever-present and frustrated libidinal needs of infantile orality. 

The status of being the recipient of a pension or compensation, as an honour- 
able excuse for illness or poor social functioning, is ever present. Compensation 
in these terms is visible evidence for a socially acceptable state of dependency. 
For a pensioner has official social sanction for an impairment which was honestly 
acquired and “is not my fault.” Used in this sense, the care is a justification for, 
and protection against, unconscious feelings of inadequacy and personal inferiority. 

It is to be emphasized that even in those patients who seem to be consciously 
seeking monetary rew ards, the above-mentioned unconscious dynamic meanings 
are the important motivating factors. For money was here a symbolic meaning 
that transcends its real utilitarian value. Here, it is proof of an acceptable w eak- 
ness, and that “someone has to take care of me for what was done to me in the past.” 
As such it smooths angry feelings and its pursuit, as seen in these cases, is evidence 
for the intensity of the patient’s angry feelings about life’s injustices and hurts. 

It must be emphasized that this paper deals not with all pensioners, but only 
with those patients whose needs in the above-defined areas are so strong that the 
symbolic meanings of care and/or pension override other considerations, and 
who therefore seek with great avidity the real and symbolic gratifications offered 
by it . ‘ 

Many of these patients are extremely moral and conscientious, and cannot 
permit themselves, even when this becomes therapeutically possible, to function 
in society at a level better than that permitted by their pensioned status. Some of 
these patients suffer relative economic hardships because of this, in that some at 
least could theoretically earn more if they worked, than if they depended on the 
pension alone. Thus, one such patient who is pensioned at 75° cannot permit 
himself to work at more than 25°, of his capacity. This patient will undoubtedly 
not work at all (even if theoretically able to do so to some degree) if his pension 
ever became established at 100 


Although beyond the scope of this paper, a few words should be said about 
the diagnostic categories most commonly seen in this type of patient. These are 
(1) the passive-dependent patients with various types of neurotic defences, especi- 
ally somatization, but always with marked oral fixations described above, (2) the 
patient with the border-line state in terms of ego strength, and often with sy mp- 
toms of conversion hysteria, (3) early forms of. schizophrenia, and (4) the patient 
of limited intelligence, i.e., the mental defective whose sy mptomatology is often 
schizophrenic or of the grossest type of conversion hy steria. Often the schizo- 
phrenics are not readily recognized as such, since in their early forms major 
neurotic defences are still operative, and suffice. 


Summary 


Thus we see in this brief and necessarily incomplete summary of a very 
complex problem, covering the breadth and scope of psychiatry in its magnitude, 
how the use of a new parameter (consisting of the cultural and sociological 
changes which permit the organizations described in this paper, or in industry, 
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to take greater responsibility for the individual’s welfare and care) is incorporated 
by the patient and used as an additional framework within which psychopathology 
can operate. This framework is often used by some as part and parcel of their 
ego defences, i.e., their defences to maintain touch with reality against underlying 
psychopathological conflicts. Modifications i in the form, sy mptomatology, inter- 
personal relations, and “natural course” of psychiatric, medical, surgical illnesses 
thereby result. Amnestic data, too, becomes distorted so that the obtaining of 
accurate information sometimes becomes impossible since this, too, is tailored, 
often unconsciously, to fit this new reality framework of being able to obtain 
care and money. ' ; - 

New cultural value systems come into play. Some groups consider it moral 
to get as much money as ‘possible out of an impersonal state or institution which 

can be visualized alternately as benevolent and all giving, or denying and hostile. 

Many jokes exist in totalitarian communities about the state. A patient, a former 
citizen of a totalitarian country, reported a saying current there which seemed 
apropos, to wit: “Ah! This is an awfully rich country—everyone steals and there 
is so much left over.” Such comments illustrate the changes produced in value 
systems where huge, impersonal institutions, rather than individuals, are related 
to, as givers of care, security, and welfare measures. 

These cases, therefore, furnish excellent experimental data on how the new 
social conditions offer a framework for modification of psychiatric symptoma- 
tology. The psychodynamic basis of the functional neuroses and ‘psychoses 
remain the same. Their symptomatic expression, and the incorporation of these 
new bits of reality into the framework of ego defences, produces the symptomatic 
modification of these illnesses in adaptation to the changes in the social matrix. 
These cases therefore offer fruitful material for the study of ego defences in 
relationship to social change. 


Résumé 


Les auteurs s’attaquent d’une fagon incomplete et sommaire 4 un probléme 
trés complexe qui englobe tout le champ de la psychiatrie et qui a trait a l’utilisa- 
tion d’un nouveau parametre. En effet, des changements socio- -culturels se sont 
développés et ont amené les institutions sociales décrites dans cette communica- 
tion, ou d’autres rencontrées dans l’industrie, a prendre une part plus active dans 
le bien-étre de l’individu. Cette nouvelle tendance est devenue partie intégrante 
de la personalité du patient et en constitue un facteur opérationnel de sa psycho- 
pathologie. Elle est incorporée dans le systéme de défenses du moi de certains 
individus, principalement dans celles qui maintiennent le contact avec la réalité 
en Opposition aux conflits psy chopathologiques. Il en résulte des modifications 
de la forme, de la symptomatologie, des relations interpersonnelles et de l’évolu- 
tion naturelle des maladies psychiatriques, médicales et chirurgicales. Des 
troubles de la mémoire rendent impossible lobtention d’informations exactes a 
cause de I’action des mécanismes inconscients déclenchés par le besoin d’obtenir 
des soins et de l’argent. 

Un nouveau systéme de valeurs entre en action. Certains considérent moral 
d’extorquer autant d'argent que possible du gouvernement ou des institutions 
impersonnelles qui peuvent étre congues soit comme toutes bienveillantes et bien- 
faitrices, soit comme toutes frustrantes et hostiles. Plusieurs plaisanteries se font 
sur l’état dans les communautés totalitaires. Un patient, ancien citoyen d’un état 
totalitaire, rapporte un dicton courant qui illustre bien cette tendance: “Ah, c’est 
un pays extrémement riche — tout le monde vole et il en reste toujours”. Ces 
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commentiares démontrent les changements produits dans le systeme des valeurs 
dans les pays ou des institutions impersonnelles et colossales ont remplacé les 
individus et jouent le role de distributeurs de soins, de mesures de sécurité et 
de bien-étre. 

Les cas présentés fournissent d’excellentes données expérimentales qui établis- 
sent comment ces nouvelles conditions sociales altérent la symptomatologie 
psychiatrique. Le fondement psychodynamique des névroses et des psychoses 
fonctionnelles demeure le méme. Leur symptomatologie, secondaire a lincor- 
poration de ces nouvelles particules de réalité dans le systeme défensif de leur 
moi, s’exprime par des modifications des mécanismes d’adaptation aux change- 
ments de la matrice sociale. Ces cas offrent du matériel fructueux pour l'étude 
des défenses du moi par rapport aux changements sociaux. 
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FACTORS INFLUENCING FIRST ADMISSION RATES TO 
CANADIAN MENTAL HOSPITALS. 

Ill. AN ANALYSIS BY EDUCATION, MARITAL STATUS, 
COUNTRY OF BIRTH, RELIGION AND RURAL-URBAN 
RESIDENCE, 1950-1952.* 

By lax Grecory, M.A., M.D., (Cambridge), D. Psych. (Toronto)! 


A. INTRODUCTION 

Epidemiology originated in the study of epidemic infectious diseases, - 
has since greatly increased in scope and in recent years has been regarded a 
“the diagnostic discipline of mass disease” (Gordon, 1950) or “medical poorest 
(Gordon et al., 1952). As such, it is concerned with the interaction of three groups 
of aetiological factors — the disease agent (e.g. organism or toxin), environmental 
factors favouring its transmission and development, and host factors influencing 
general or r specific vulnerability (e.g. genetic, nutritional, etc.). The relative 
mented of these groups of factors vary greatly in different disorders, 
and hitherto medical attention has been mainly concentrated on the causative 
agents of disease and their control through environmental measures (with 
dramatic results during the past half century). However, in recent years there 
has been increasing concern with host factors, and recognition that genetic 
studies may contribute to epidemiological knowledge (e.g. Neel and Schull, 
1954: McKeown, 1957). 

Elkind (1927) was one of the first to suggest an epidemiological approach 
to the a of mental disease, and members of various professions have made 
numerous contributions to the literature. At the 1949 annual conference of 
the Milbank Memorial Fund, a round table discussion was held on the epidemi- 
ology of mental disorder, at which Gruenberg (1950) presented an extensive 
bibliography. Other important and extensive reviews of the literature are con- 
tained in articles by Strémgren (1950), Gordon et al. (1952) and Hare (1952). 
Stromgren’s paper, presented at the section on social psychiatry of the first 
International Congress of Psy chiatry in Paris, reflects an emphasis on genetic 
rather than environmental aspects of statistical oniios 3 in psy chiatry. 

A first step in the study of any field of mass disease is the determination of 
its nature and extent. Now there are three common measures of frequency — 
prevalence (or total cases at a given time), incidence (or new cases within a 
specified time) and expectancy (or probability of morbidity in those remaining 
alive throughout the period of risk). Strémgren remarks that social authorities 
are more apt to be concerned with prev valence, whereas biologists are more 
interested in expectancy, and he distinguishes between three main types of 
method that have been applied in determining frequencies of mental disorders 
_ sampling methods, census investigations and hospital-admission statistics. 

While total numbers of patients in mental hospitals have long been recogniz- 
ed as giving an inadequate picture of the prevalence of mental illness in the 
general population, a number of authors have continued to regard annual first 
admission rates to mental hospitals as indicative of the incidence of new cases of 
mental disorder in the population (e.g. Dayton, 1940; Malzberg, 1940, 1955a 
and b, etc.). Others, such as Lemkau et al. (1943) and Kramer et al. (1955) 
point out that admission rates reflect not only the incidence of mental disorder 
but also a series of socio-economic and administrative factors. In spite of obvious 
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difficulties in assessing the influence of the latter factors on admission rates, 
several careful investigators feel that adequate allowances can be made to 
justify certain comparisons in rates (e.g. Goldhamer and Marshall, 1949; Svend- 
sen, quoted by Strégren, 1950; and @degaard, 1952) . 

In two previous articles (Gregory, 1956, 1959), the present author has at- 
tempted to analyse variations in annual first admission rates to Canadian mental 
hospitals over a period of time (1932 to 1953 inclusive), and between each of 
the ten provinces in Canada (during the period 1950 to 1952 inclusive). A 
number of marked differences in rates were noted, both according to time and 
place, the pattern of which suggest the following factors as basic determinants 
of mental hospital first admission rates:— 

(i) reliability of data and calculations. 

(ii) social judgement as to what constitutes mental abnormality. 
(iii) social demand for mental hospital care. 

(iv) availability of mental hospital accommodation. 

(v) availability of alternative facilities for psychiatric treatment. 
(vi) variations in diagnostic criteria. 

(vii) incidence of each form of mental disorder. 

A number of other factors have been considered, such as economic stress, 
war, immigration, age and sex, but the influences of these factors would appear 
to be more indirect and complex. 

It is with the preceding factors in mind, that I am approaching the present 
analysis of annual first admission rates to Canadian public mental hospitals, 
according to education, marital status, country of birth, religion and rural-urban 
residence (during the three year period 1950-1952). 


B. METHOD 
Source of data: 

All data used in calculating the rates presented and analysed here were 
obtained from the Dominion Bureau of Statistics in Ottawa. Figures were 
derived from the census of Canada (1951), annual reports on mental in- 
stitutions (1950-1952), and unpublished tables (1957) giving numbers of first 
admissions by sex and diagnosis, by country of birth and by religion (1950-1952). 
Coverage: — 

Has been discussed in previous articles (Gregory, 1956, 1959). 

Diagnosis selected for study: , 

The diagnosis given in the annual reports on Canadian mental institutions 
during the period 1950-1952 were based on the Sixth Revision of the Inter- 
national Statistical Classification of Diseases, Injuries and Causes of Death, 1948. 

All first admissions, regardless of diagnosis, have been included in the 
calculations of overall age sex standardized rates (tables I, If, VIII, and X) and 
age specific rates by period of immigration (table VII). In addition, ten of 
the diagnostic groups recorded in the annual reports have been selected for 
further study (tables Il, IV, VI, IX and XI), and the total number of first 
admissions in these diagnostic groups is 27,978 (which is over 85 per cent of 
the cases under analysis here). These diagnoses constituted the following per- 
centages of all first admissions: —schizophrenia 22.6%, manic depressive psychoses 
10.0°., involutional psychoses 3.9%, paranoid states 2.6%, senile psychoses 
and cerebral arteriosclerosis 16.0°,, alcoholic psychosis plus alcoholism without 
psychosis 6.0°., psychoneuroses 8.6%, pathological personality 2.2%, and mental 
deficiency without psychosis 13.8%. It may be added that C.N.S. syphilis at 
this time was responsible for less than 1.5°4 of first admissions and rates for this 
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disease have not been tabulated, but are mentioned in relation to certain variables 
in the text. 

In view of serious doubts concerning the consistency of psychiatric 
diagnosis (e.g. Gruenberg, 1950; Gregory, 1956), it has been considered desirable 
to tabulate combined rates for ‘alcoholism with and without psychosis, and also 
for the functional psychoses group (schizophrenia, manic depressive, involutional 
and paranoid). In order to save space, rates for paranoid states have not been 
tabulated separately, but may easily be derived by differencing the rates for the 
whole functional psychoses group, and the total for the three preceding types 
of functional psychosis. 

Rates for mental deficiency have been based on the age group 0-19 years 


= 


(which contains 75° of these first admissions), and for the organic psy choses 
of senility on the age range 60 years and over (which contains over 95°% of 
admissions with these “gore Rates for all other diagnoses are based on the 
age range 20-69 years (which contains almost 95 of first admissions with 
these diagnoses). ; 

First admission rates were calculated and expressed as follows:— 

(i) all rates were calculated from the average yearly numbers of first admis- 
sions during the three year period, 1950-1952. ~ 

(ii) all rates are expressed per 100,000 general population. 

(ili) aggregate rates (all diagnoses together) are either age specific (table VII), 
or standardized for age (tables I, III, V, VIII and X). 

(iv) standardized rates were calculated by the indirect method (Hill, 1955), 
using age sex specific average yearly first admission rates for the whole of 
Canada, 1950-52, as the standard rates. 

(v) the statistical significance of differences between observed and expected 
numbers of first admissions (for all diagnoses together), during the three 
year period, has been established by the ‘chi- square method. 

(vi) rates for each of nine selected diagnostic groups are based on specified age 
ranges (0-19 years for mental deficiency, 60 years and over for the organic 
psy choses of ‘senility, and ages 20-69 years for all remaining categories). 

(vii) Spearman’s rank correlation coefficient (Moroney, 1956) has been used 
for making certain comparisons with standardized rates by country of 
birth and by religion. 


Cc. RESULTS 
1. FIRST ADMISSION RATES BY EDUCATION 
(a) Age sex standardized rates 

There is an extremely significant progressive decline in overall standardized 
rates with increasing duration of education. 
(b) by sex and diagnosis 

Male rates generally exceed female rates, except for the functional psychoses 
group in those with common school and high school education, and for in- 
volutional psychoses and psychoneuroses in all “educational groups. 

Rates for involutional psychoses, the male organic psychoses of senility, 
C.N.S. syphilis (not shown) and mental deficiency “decrease progressively w ith 
increasing education. 

Rates for psychoneuroses are highest in those with common school education 
(5-8 years), while rates for all other diagnoses shown here (including paranoid 
states) are highest in the “reads and writes” group (1-4 years schooling) and 
then decrease with increasing education. 
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ABLE I 
\Ge SEX STANDARDIZED ANNUAL First ADMISSION RATES PER 100,000, By EDUCATION. 
Canapba, 1950-1952. 
Expected Observed Standardized 
Education number of number of (O — EY annual first 
3ased on years of schooling first first admission rate 
admissions admissions E per 100,000 
None 2, 363 4,408 1,760 145 
Reads and writes (1-4 years 2,794 3,868 414 108 
Common school (5-8 years 11,661 12,805 111 86 
High school (9-12 years 8,974 5,959 1,010 52 
Universit 13 years and overt 2,116 868 740 32 
Not ¢ en 4,696 $696 
\ll group Totals 32 604 32 604 4,035 78 
Chi-square $035 
d.f } 
y 0.001 
I 1 ort ental institutions (1950-1952) listed five educational groups (none, reads and writes 
I higt 1 ind unive ty whereas the census of Canada (1951) gave education by years of 
expe umbers of first admissions and first admission rates are approximations 
ase Il 
\NNUAL First ApMIssion RATES PER 100,000 By EpUCATION, SEX AND DIAGNOsIS 
BASED ON SPECIFIED AGE Groups). CANADA, 1950-1952 
f — 
Z ° 
= ¥ > 
“9 Zz o 
Education a. 5 a _ = as 5 
sased on vears ‘= v — 2 _ L pod £ v 
of schooling es Ses it $| 2 = ot 
£2 43 5& < Zo 
BS =~ la S =s ac 
None Male 34 23 10 72 57 12 9 4 54 
Female 30 18 16 67 108 10 1 42 
Reads and Writes Male 7 27 7 91 125 18 10 5 15 
1-4 years Female 37 27 12 84 122 2 16 3 14 
Common School Male 34 10 4 51 98 13 11 4 7 
5-8 years Female 34 15 8 60 86 2 17 2 8 
High School Male 20 3 2 29 54 12 6 2 
9-12 year Female 22 9 4 37 51 2 10 1 
University Male 14 5 1 22 50 8 5 2 
(13 years and over) Female 8 1 15 33 1 4 
\ll Groups Male 32 12 4 51 121 14 9 4 31 
(Canada totals) Female 29 15 7 55 97 2 14 2 25 


1) See footnote (a) beneath table I. 
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2. FIRST ADMISSION RATES BY MARITAL STATUS 
(a) Age sex standardized rates 

There is an extremely significant difference between the pattern of expected 
and observed numbers of admissions. The lowest overall rate is that for the 
married group, next the widowed, then the single, the highest rate being that 
for the divorced group. 

(b) By sex and diagnosis 

Male rates for functional psychoses are lower than female in the married 
and divorced groups, but higher in the single and widowed. Rates for other 
diagnoses (except the psychoneuroses) tend to reflect the general male pre- 
ponderance. 

The rates for schizophrenia are high in both the single (especially male) 
and divorced (especially female). The functional psy choses group as a whole 
reflects this pattern, while rates for the organic psychoses of senility are high 
in single, divorced and male widowed groups. Rates for pathological per- 
sonality and mental deficiency are high in the single, but by far the highest 
rates for pathological personality, alcoholism (and to a lesser extent paranoid 
states) are found in the divorced. 


3. FIRST ADMISSION RATES BY COUNTRY OF BIRTH 
(a) Age sex standardized rates 

Differences between expected and observed numbers of first admissions, by 
country of birth, are very much greater than could be expected on the basis of 
chance (p < 0.001), although not as marked as those for education and marital 
status. The most significant of these differences (as indicated by the con- 
tribution to chi-square) are those for Canada (with a standardized rate of 
and for other British Commonwealth countries, Poland, Scandinavian ncn 
and other European countries (with stenderdized rates of 127, 99, 120 and 116 
respectively ) 

If “other countries” are excluded on the basis of insufficient numbers, then 
the rank correlation coefficient between standardized first admission rates for 


TABLE III 


AGE SEX STANDARDIZED ANNUAL First ADMISSION RATES PER 100,000, By MARITAL STATUS, 
CanabDa, 1950-1952 


Expected Observed Standardized 
number of number of (O — EY annual first 
Marital status first first admission rate 
admissions admissions E per 100,000 
Single 10,158 14,963 2,270 115 
Married™. . 19,230 13,745 1,560 56 
Widowed 2,906 3,329 62 89 
Divorced 96 353 690 286 
Not given. . 214 214 
\ll groups (Totals) 32 ,604 32,604 4,582 78 
Chi-square = 4,582 
d.f. = 3 
P <0.001 


1) Married group includes those separated but not divorced 
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the remaining foreign countries, and the approximate we of immigrants 
from each country arriv ing during the post-war period is + 0.36, but this figure 
is not statistically significant (p > 0.10). 

(b) Rates by sex and diagnosis 


Overall age sex standardized rates show insignificant (p < 0.01) paces 
rank correlations with first admission rates for schizophrenia (male r = + 0.72 
female r + 0.82) and with the female functional psy chones group 


(r = + 0.88). The standardized rates also show probably significant (p < 0.05) 
positive correlations with the male functional psychoses group (r = + 0.69) and 
the ” organic psychoses of senility (r = + 0.70). 

(c) Age specific rates for all foreign born, by year of arrival in Canada 

Rates for those arriving in Canada before 1941 correspond closely with 
standard rates for the total population, except for the age group 0- 19 years 
which is biased (since it will consist only of individuals in the latter half of 
this age group). : 

Rates for those arriving in Canada during the years 1941-1945 considerably 
exceed the standard rates in the older age groups (40 years and over), w hile 
rates for those arriving in Canada after 1945 exceed the standard rates in the 
younger adult groups (ages 20 to 49). 


4. FIRST ADMISSION RATES BY RELIGION 
(a) Age sex standardized rates 

After allowances have been made for difficulties in assessing observed 
numbers of first admissions in the four main Anglo-Canadian protestant denomina- 
tions, the observed number for this combined protestant group corresponds 


TABLE IV 


\NNUAL First ADMISSION RATES PER 100,000 By MARITAL Status, SEX AND DIAGNOSIS 
(BASED ON SPECIFIED AGE Groups). CANADA, 1950-1952 





> 
‘ se = = 
“) S os So | 
a D b ©'2 S : 
o <= a ¥ . Oo % > 
2 v 2 Ss\|sc& & 2 
‘F - = "i2FP £ x Tt 
. = _ - 2-m|% Tl ese- 2 — wr = 
Marital Status ‘Sy ~ e i ay ~ ee! * Rn oy a eat 
- = ke Sf ous h = - “iL =} Sh eS », 
cS S = & ] S A 4 c+°s = & Ss vk 
a Yo o 8 = Y ad Di sv Yo "hp v TS 
. +  S > »~ 2 sar o elsas as es ~ ov 
So VE Se, |S Za |i ‘2 ol S&e Ps =o a7 
NO SSO} SS] CSS! sea EHS! SS] ES =o 
6s |2s/ 29 |5"o| P¥eif#s| #8! sS/| 22 
Fm sn EN g S16 Siz ZN aN sc 
Single Male 95 19 3 121 209 19 15 9 31 
Female 68 20 5 99 131 1 19 
. _— 
Married Male 10 9 25 84 11 | 7 2 x 
Female 21 13 6 43 68 2 13 1 x 
Widowec Male 16 21 13 63 202 25 5 3 x 
Female 18 21 15 58 9 4 ) 1 x 
Divorced Male 75 24 8 121 233 177 48 48 x 
Female 92 23 14 147 260 34 34 21 
\ll Groups Male 32 2 1 51 121 14 9 4 
Canada Totals Female 9 15 7 55 97 2 14 2 25 
1) Married group includes those separated but not divorced 
x In view of the age group (0-19 years) on which the figures for mental deficiency have been based, no satisfactory 
yuld be derived for married, widowed or divorced groups. However, the actual numbers of mental defective 


t adm ons are as follows ingle 4,386; married 92; widowed 9; divorced 5. 
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closely with the expected number, and there is no contribution to chi-square. 
However, differences between observed and expected numbers of first admissions 
for the remaining religious groups amount to more than can be attributed to 
chance (p < 0.001). The two most significant of these differences are for the 
Lutheran and “other” groups (with standardized rates of 93 and 95 respectively ). 
(b) By sex and diagnosis 

Excluding the four protestant denominations which have been grouped 
together, the overall age sex standardized rates show significant (p < 0.01) 
positive rank correlations with rates for the male functional psychoses group 


(r = + 0.68) and for the female organic psychoses of senility (r = + 0.87). 
The standardized rates also show probably significant (p < 0.05) positive cor- 
relations with male rates for schizophrenia (r = + 0.57) and for the organic 


psychoses of senility (r = + 0.67). 
5. FIRST ADMISSION RATES BY RURAL-URBAN RESIDENCE 
(a) Age sex standardized rates 


There is a relatively smal] but extremely significant (p < 0.001) excess of 
urban over rural admission rates. 


TABLE V 


AGE SEX STANDARDIZED ANNUAL First ADMISSION RATES PER 100,000, By CoUNTRY OF BIRTH, 
CanabDaA, 1950-1952 


Country of birth Expected Observed Standardized 
(and approximate percentage of 1951 number of number of (O — EF? first 
population arriving in Canada from first first admission 
1946 to 1950). © admissions | admissions E rate per 
100,000 
Canada. . 25,650 24,851 25 76 
United Kingdom (18%) : 3,097 3,051 1 77 
Other British Commonwealth 
Countries (48°7)...... 61 101 26 127 
United States (12%) oe 868 951 8 5 
Germany (30%) 122 151 7 96 
Itary (35°, ) : 170 150 2 69 
Poland (38°; ) 489 623 37 99 
Russia (U.S.S.R.) (6%). . 598 607 0 79 


Scandinavian Countries 


(©> not obtainable) 227 349 66 120 
Other European Countries (28° ) 840 1,256 205 116 
\siatic Countries (11° ) 123 157 9 100 
Other Countries (26° ) 16 14 0 (68) 

Not given. . 343 343 

\li countries (totals) 32 ,604 32,604 386 78 
Chi-square = 386 
df. = i] 
°P < 0.001 

1) Numbers of immigrants from each country, arriving in Canada during the years 1946-1950 (inclusive), expressed 


as percentages of the numbers of foreign born from each country in the 1951 census population. 


b) See text for rank correlation coefficients between overall standardized rates, the percentage of the 1951 population 


arriving during the post-war period, and first admission rates for selected diagnostic groups. 
c The term Scandinavian countries here refers to Denmark, Iceland, Norway and Sweden. The numbers of post- 
war immigrants are not available for certain of these countries, and they are included with ‘“‘other European 


countries” in calculating the percentage of the 1951 population arriving in the post-war period. 
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(b) By sex and diagnosis 
With the exception of paranoid states, rural rates for the functional psy- 
choses exceed the corresponding urban rates, and the same applies to the 


psyche yneuroses. 


PSYCHIATRIC ASSOCIATION JOURNAL 





Vol. 4, No. 2 


The rates for the organic psychoses of senility, alcoholism, pathological 
personality, C.N.S. syphilis (not shown) and mental deficiency, are higher in 


urban areas than rural. 


(BASED ON SPECIFIED AGE Groups). CANADA, 1950- 


Country of birth 
(with approximate 
percentage of 1951 
population arriving 
in Canada from 1946 


to 1950), @ 
Canada Male 
Female 
United Kingdom Male 
(18% Female 
Other British Male 
Commonwealth Female 
countries (48% ) 
United States Male 
(12% Female 
Germany (36° 7) Male 


Female 


Italy (35% Male 
Female 


Poland (38% Male 
Female 


Russia (U.S.S.R.) Male 


(6% Female 
Scandinavian Male 
countries © (‘ Female 


not obtainable 


Other European Male 
countries (28° ) Female 
\siatic countries Male 
(11% Female 
Other countries Male 
(26% ) Female 
All countries Male 
(Canada, totals Female 


TABLE VI 


ANNUAL First ADMISSION RATES PER 100,000, By CouNTRY oF BIRTH, SEX AND BY DIAGNOSIS 








=e | £2 | aP 
2 | 28 | Ze 
A | SS | ES 
32 12 3 
30 15 5 
14 10 7 
16 i2 11 
41 11 11 
76 13 18 
22 13 5 
26 18 7 
40 16 6 
55 11 18 
37 6 
19 31 15 
63 11 7 
46 17 20 
36 2 3 
40 16 15 
49 9 9 
2 25 21 
51 15 8 
2 17 16 
44 13 7 
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TABLE VII 
AGE SPECIFIC ANNUAL First ADMISSION RATES FOR FOREIGN Born, BY YEAR OF ARRIVAL, 
Botu SExEs, CanaDA, 1950-1952. 


Standard rates Year of arrival in Canada of foreign born 
Age group (Canadian and oy See Se ee Daa ese - 
foreign born) . 
Before 1941 1941-1945 After 1945 

0-19 years.... 30 (56) (20) (18) 
20-29 years.... 90 89 73 126 
30-39 years....... 99 91 65 122 
40-49 years...... 95 96 147 109 
50-59 years..... 97 93 170 79 
60-69 years... 109 101 364 138 
70 years and over. 230 241 793 189 


TABLE VIII 


\GE SEX STANDARDIZED ANNUAL First ADMISSION RATES PER 100,000 By RELIGION, 
Canaba, 1950-1952. 


Expected Observed Standardized 
numbers of | numbers ol (O — EY first admission 
Religion@ first first rate per 
admissions | admissions® E 100,000 
Baptist 1,230 (1,423) ) oo (90) 
Church of England in Canada 4,980 (5,703) | | “Prote — (89) 
Presbyterian. . 2,063 (2,394) (Gr * (90) 
re . . e . - - « ) : = 
United Church of Canada. . 6,743 (5,562) |} VFoul (65) 
Protestant group™...... 15,016 15,082 0 78 
Adventist... . 50 30 8 | 47 
Christian Science 57 55 0 75 
Church of Christ Disciples. . . 36 26 3 56 
Evangelical Church 118 72 18 47 
Jewish. . 487 439 5 70 
Lutheran 1,064 1,276 42 93 
Mennonite 255 213 7 65 
Mormon... . 70 50 6 56 
Pentecostal 203 222 2 85 
Roman Catholic 12,755 12,299 16 75 
Salvation Army. ; 151 176 4 91 
Other... 1,489 1,812 70 95 
Not given 853 853 
All religions (totals). .... 32,604 32,604 181 78 
Goodness of fit Chi-square = 181 
d.f. = 12 
PA < 0.001 
a) See text for rank correlation coefficients between overall standardized rates, and first admission rates for selected 
diagnostic groups 
b) Religion was not given for 267 first admissions in 1950, and for 301 cases in 1952. In 1951, however, the figures 
recorded (1,100 cases) included many known to be Protestant (not otherwise specified), and the true figure for 
religion not given has been estimated as 285 cases. When subtracted from 1,100 this leaves an estimated 815 
cases for Protestant (not otherwise specified), which compares with known values of §01 cases in 1950 and 792 cases 


in 1952. The total estimated cases Protestant (not otherwise specified) for the three year period 1950-1952 
then number 2.409. These have been distributed among the four main Anglo-Canadian Protestant denominations 
in proportion to the actual numbers of cases observed (to Baptist 227, Church of England 910, Presbyterian 382 
ind United Church 890 cases). However, the actual distribution of these unspecified cases is not known, and it 
has therefore been considered preferable to group these four denominations together 

‘ The group listed here as “‘other’’ includes Greek Orthodox (about 30%), Greek (Ukrainian) Catholic (about 30% 
and others (about 40% 


of 
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D. DISCUSSION 
After studying variations in first admission rates to Canadian mental hos- 
pitals (i) over a period of time, and (ii) between different parts of the country 
at the same time (Gregory, 1956, 1959), the present author is convinced that 
these rates do not simply reflect either the incidence of individual diagnoses 


or the aggregate incidence of all types of mental disorder, but that they represent 


a4 4 
ec < 












TABLE IX 
\NNUAL First ApMIssiOn RATES PER 100,000, By RELIGION, SEX AND DIAGNOSIS 
BASED ON SPECIFIED AGE Groups). CANaba, 1950-1952. 
tse : 
of a. a — Pa 
, S eS @ t F > 
5 c Z 2 ct P “ = 
Religion ae 3 2 = y 2 : + 
‘ee| e ael\> Bi €|* ae! &@ | se! 2- 
Ys S. esis «2. ~6| 3a Cs| of 
425 4 ei l/Ea8! “SES 28) 22) eS) Vs 
SS | #8 | #2 (G8 2. /£=S\ 3 | SS) Zo 
=s oS >So  5ud Bo 2¢ Aad | Sed os 
ALS ssl CIS S S| oS | oS) ae 
\dventist Male 30 6 36 46 6 6 — 17 
Female 80 6 6 92 20 6 31 17 
Christian Science Male 19 13 32 112 6 13 6 53 
Female 48 8 12 68 59 16 4 
Church of Christ Male 2 8 8 25 
Disciples Femaie 23 23 7 53 51 23 13 
Evangelical Male 14 5 2 21 52 2 7 17 
Female 35 9 6 50 55 - 9 7 
Jewish Male 32 14 2 53 109 2 7 2 23 
Female 32 14 9 59 83 12 1 13 
Lutheran Male 41 10 4 59 139 18 13 3 26 
Female +4 16 8 71 104 2 22 3 21 
Mennonite Male 5 14 2 64 36 2 11 3 7 
Female 13 10 66 21 26 1 10 
Mormon Male 12 8 20 122 8 8 18 
Female 8 8 4 20 71 23 8 42 
Pentecostal Male 51 14 1 70 132 14 6 24 
Female 2 10 9 65 102 15 1 23 
Protestant group® Male 27 9 5 43 127 14 10 + 28 
Female 28 14 S 53 116 2 17 2 24 
Roman Catholic Male 31 16 d 54 102 14 7 4 33 
Female 24 17 5 51 7 U 9 2 24 
Salvation Army Male 22 18 4 44 150 6 12 4 25 
Female 22 15 7 47 31 2 31 4 37 
Other Male 47 11 5 69 101 8 9 4 25 
Female 57 16 11 89 108 2 17 1 25 
\ll religions Male 32 12 4 51 121 14 9 4 31 
(Canada, total) Female 29 15 7 55 97 2 14 2 25 





beneath table VIII. 
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the complex interaction of a number of factors. Half a dozen other factors 
that would seem to be at least as basic and important as incidence in determining 
these rates have been enumerated earlier (vide supra-introduction). 

Nevertheless, there is reason to believe that variations in incidence may be 
responsible for some of the observed variations in first admission rates (ac- 
cording to time, space or socio-cultural characteristics), and it has been pointed 
out that differences in rates for the major functional psychoses group as a whole 
are more likely to reflect differences in incidence than are rates for any of the 
functional psychoses individually, or for any of the other diagnostic categories 
selected for study. 

In instances where there does appear to be a true difference in incidence 
between certain socio-cultural groups, such a difference has frequently been 


TABLE X 


AGE SEX STANDARDIZED ANNUAL First ADMISSION RATES PER 100,000, 
BY RURAL-URBAN RESIDENCE. CANADA, 1950-1952. 


Expected Observed Standardized 
Residence® number of number of (O E) annual 
first first first admission 
admissions admissions E rate per 100,000 
Rural 11,686 10,835 62 72 
Urban.... 20,266 21,117 36 81 
Not given. . 652 652 
\ll groups (Totals 32 , 604 32,604 98 78 
Goodness of fit Chi-square = 98 
d.t. = | 
eo 5 < 0.001 
a) The term “urban” refers to town and villages of over 1,000 population, and all cities 
raB_e XI 


ANNUAL First ADMISSION RATEs PER 100,000, By RURAL-URBAN RESIDENCE, SEX AND DIAGNOSIS 
(BASED ON SPECIFIED AGE Groups). CANADA, 1950-1952. 
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Rural Male 34 14 6 57 111 8 10 2 22 
Female 33 18 8 61 85 0 2 20 
Urban® Male 30 11 3 48 125 18 9 5 39 
Female 27 14 6 51 102 3 14 2 29 
Potal Male 32 12 4 51 121 14 9 4 31 
Female 29 15 7 55 97 2 14 2 25 


The term “urban” refers to town and villages of over 1,000 population, and all cities. 
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interpreted as due to either selection or protec tion. Thus it has been postulated 
that married status exerts a direct protective influence against stress (Dayton, 
1940), or that marital status may be largely determined by selection on the 
ond of mental or personality characteristics (Malzberg, 1940; @Megaard, 1946, 
1953). Malzberg points out that the latter interpretation is by no means new, 
and was indeed favoured by Tuke and Thurnam over a century ago. 

Mdegaard (1956) has stated that “the problem of selection versus protection- 
stress is largely identical with the more general problem of nature and nurture, 
constitution and environment”. This assumption, however, appears to be un- 
justified, since any protection conveyed by a certain status Is only against 
precipitating (environmental) stress or deprivation, whereas selection is on the 
basis of established abnormality, or of predisposition — itself determined by the 
complex interaction of nature and nurture, of genetic endowment w ith ‘early 
biological and/or psychosocial stress and deprivation. 


l. EDUCATION 

lhe numbers of first admissions in five educational groups were based on 
general population figures giving years of schooling (see footnotes to table 
1), and hence the rates tabulated here are only approximate, but they correspond 
quite closely with first admission rates recorded by other workers (Malzberg, 
1940, 1956; Wanklin et al., 1955). However, such admission rates to public 
mental hospitals are obviously biased in that there is a tendency for those of 
higher — and socio-economic status to obtain psychiatric attention 
privately (e.g. Redlich et al., 1953. Nevertheless, the very marked differences 
in rates even _~ een those of limited education and resources (e.g. as between 

“reads and writes” and “common school” groups) do suggest an inverse relation- 
ship between incidence and duration of education for most if not all diagnostic 
categories. In this connection, it is interesting to note that the Yale group 
census of known psychiatric patients in treatment (Redlich et al., 1953) showed 
rates for neurotics increasing with social status, whereas the Cornell group 
sample survey of treated and untreated mental disorder (Rennie and Srole, 
1956; Rennie et al., 1957; Srole and Langner, 1956) showed the prevalence of 
psychopathology as a whole varying inversely with socio-economic status. 

In both these latter studies, education was used appropriately as one of the 
indices of socio-economic status, but I would question Malzberg’s statement 

(1956) that the primary factor differentiating groups with little or no education 
from the remainder of the population is economic. It would appear rather 
that there is a_ selection by education with respect to several limiting 
factors, such as, physical health, intellectual capacity, emotional stability, and 
socio-economic and cultural opportunity. 

Now intellectual capacity is largely genetically determined (e.g. Ruch, 
1953; Burt, 1957), and it has been shown that (in an open society) childhood 
intelligence correlates highly with adult socio-economic status (Terman, 1940). 
Other studies indicate a close relationship between socio-economic status and 
emotional stability (vide supra — Redlich et al.; Rennie, Srole et al.). An 
association between intellectual capacity and emotional stability is more difficult 
to prove (since emotional disorder may profoundly influence intellectual func- 
tion), but is strongly suggested (e.g. Terman, 1940; Dewan, 1948). Larsson 
and Sjogren (1954) also postulate there may be a genetic connection between 
mental deficiency and certain psychoses, especially schizophrenia. 

It may be added (i) that the socio-economic status of mentally ill patients 
is related to the type of psychiatric treatment they receive (Redlich et al.; 
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Rennie, Srole et al.), and (ii) that there is some indication that mentally ill 
patients of limited intelligence and/or education show a relatively poor response 
to treatment (Fellner and Weil, 1955; Morgan and Johnson, 1957). 


2. MARITAL STATUS: 

The relatively low rates in the married group, increasing through widowed 
and single to the high rates of the divorced group, have been observed by a 
number of previous investigators (Dayton, 1940; Malzberg, 1940; Penrose, 1944; 
Mdegaard, 1946, 1953; W anklin et al., 1955). Possible reasons for such differ- 
ences in rates have been explored in detail by Mdegaard, and the present dis- 
cussion will be fairly brief. 

Im the first place, at least some of the differences in rates may reflect a 
differential tendency to hospitalize sick persons, a factor that would probably 
be of major importance in the organic psychoses of senility. The impression 
remains that many of the other differences represent variations in incidence. 

The higher rates in the single than in the married (particularly for mental 
deficiency and schizophrenia, but also for other functional psychoses, psycho- 
neuroses, pathological personality and alcoholism) may be largely attributable 
to selection by marriage, presumably on similar grounds to the selection by 
education postulated above (intellectual, emotional and socio-economic). 

The higher rates in widowed than married (more marked in the present 
sample than in @Mdegaard’s Norwegian patients) may indicate some degree of 
protection by marriage, in addition to a selection by re-marriage. 

The very high rates of admission in the divorced (particularly for schizo- 
phrenia, paranoid states, alcoholism and _ pathological personality) are doubtless 
partly attributable to the personality disorder having precipitated divorce, but | 
would suggest there is also a selection by re-marriage and the more adequate 
partner of a divorce may often re-marry before too long. 

Detailed studies of marital relationships in neurotic individuals have been 
published (Slater and Woodside, 1951; Eisenstein, 1956). 

It may also be of interest to note that in patients admitted to mental hos- 
pital, the prospects for rehabilitation appear to be most favourable in the married 
group (Norris, 1956; Morgan and Johnson, 1957). 

3. COUNTRY OF BIRTH 

Dayton (1940) found first admission rates in Massachusetts high in the 
foreign born, and progressively lower in the native born of foreign parents, of 
mixed parents and of native born parents. His data also indicated that younger 
migrants tended to break down sooner than older ones (see table V li in the 
present study) 

Malzberg (1940, 1955c) has pointed out that differences between rates for 
foreign bern. and native admissions are greatly diminished if appropriate com- 
parisons are made according to age, sex and other population characteristics. 
In a recent extensive analys sis of migration and mental disease, Malzberg and 
Lee (1956) found that rates for the foreign born were in general intermediate 
between those for persons born in New Y ork State and for native born migrants 
from other states, and were usually closer to the former. The rates were 
markedly higher for migrants than for non- migrants, regardless of sex or colour, 
and for all " psychoses (dementia praecox, manic depressive, senile and other 
psychoses). The rates for total psychoses were also much higher for recent 
than for earlier migrants. 

Such differentials may be partly attributable to a greater tendency for 
mentally ill migrants to be admitted to public mental hospitals (particularly 
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recent arrivals in the community), but there is also a strong suggestion of 
differential incidence — especially in the case of mental deficiency, and the 
functional psychoses ‘re There are three possible 3 geg of such 
differential incidence — (i) selection of the migrant population, (ii) protection 
of the native born from environmental stress, (iii) differences in prev railing 
rates of mental disorder in the localities of origin and arrival. 

It may again be postulated that selection is on similar grounds to selection 
by education or marital status (vide supra), but w ith certain differences. Thus 
there is apparently a selection against the migration of the mentally defective, 
or those of limited intelligence (eg. Kaila, 1942; Lee, 1957), and probably to 
some extent against those of the lowest socio-economic status (though the age, 
sex, socio-economic, educational and marital status of immigrants would appear 
to vary greatly from one country to another and from one time to another. 
Che relative emotional stability of migrants has often been debated, and it has 
been postulated that the latter tend to show a vulnerability to schizophrenia 
(e.g. Odegaard, 1932, 1945), but this was not corroborated by Malzberg and 
Lee (1956). 

The present investigation confirms the higher first admission rates among 
recent immigrants (during the first five years ‘after arrival in the younger age 
groups, but ‘during the second five year ‘period in the older groups), but fails 
to show a consistent trend for schizophrenia. However, schizophrenia and 
functional psychoses showed relatively low rates amongst immigrants from 
the United Kingdom and United States, although they were generally high 
immigrants from other countries — even where the percentage of recent im- 
migrants was low. 

[hese observations may suggest an association of high rates with social iso- 
lation (based on differences in language and culture), ‘and of low rates with 
social communication as postulated by Hare (1952, 1955). Other speculations 
regarding psychodynamics in immigrants are contained in articles by Tyhurst 
(1951) and Roberts and Myers (195 +). 


4. RELIGION 


Dayton (1940) presented limited data on Massachusett’s admission rates in 
relation to four religious groups (catholic, protestant, hebrew and others); and 
Roberts and Myers (1954) examined the New Haven prevalence of treated 
mental disorder in catholics, protestants and jews. Socio-economic status was 
taken into consideration in the latter study, but no allowances were apparently 
made for differences in age distribution or ‘of other population variables (such as 
the percentages of recent immigrants) in these groups. Both studies, however, 
showed relatively high rates (of treated cases) of alcoholism in catholics, organic 
psychoses of senility in protestants, and psychoneuroses in jews. Of recent 
years there have also been studies of the attitudes of various North American 
religious bodies on problems related to alcohol (e.g. Shepherd, 1954; Sessions, 
1957; Wolch, 1957). Sessions distinguishes between “super-ego religion” (in 
which tradition and authority dominate blindly, and concepts of guilt and 
retribution prevail) and “ego religion” (marked by love, faith and optimism), 
and postulates that a childhood environment dominated by a super-ego ideology 
provides a fertile soil for future alcoholism. Other aspects of the relationships 
— psychiatry and religion have also been discussed (Anderson, 1956; 
Gayle, 1956). 

Che present author considers that there are multiple factors influencing the 
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first admission rates in different religious bodies, amongst which are the follow- 
7 

(i) when the majority of the population of a given area have the same re- 
ligion, then the rates for the latter should correspond closely with the overall rates 
for the area concerned. 

(ii) when a certain religious denomination constitutes a minority group in the 
area of residence, the rates may depend in part on the degree of isolation or 
acculturation. 

(iii) the inclusion of a high percentage of recent immigrants would result in 
unduly high rates, and this is a likely explanation for the high rates in Lutheran 
and “other” groups in the present study. 

(iv) Just as rebellion against religion has been commonly found associated 
with alcoholism (Sessions, 1957 - Wolch, 1957), and other personality disorders, 
it is a clinical impression that ‘sudden conversions and membership in certain 
minority sects (mainly included in the “other” group) may also be associated with 
psychiatric abnormality. 


5. RURAL URBAN RESIDENCE 


Previous authors have recorded higher first admission rates for urban areas 
than for rural (Dayton, 1940; Malzberg, 1940, 1955; Wanklin et al., 1955), and 
have found a tendency for these rates to be higher in the larger cities than in 
smaller urban centres. However, Hyde and Kingsley (1944) ) reported that the 
rejection rate of army recruits from Boston and nearby areas was lowest where 
the population density was about 500 per square mile, and was much higher in 
both the more densely and more sparsely populated areas. 

Faris and Dunham (1939) studied first admission rates within Chicago and 
found them to be highest (particularly for schizophrenia) in the central areas of 
of social disorganization, and to diminish gradually towards the periphery v of the 
city. They concluded that the conditions of social life in certain areas are causal 
for psy chosis, but it should be noted that these findings may also be explained on 
the basis of a differential tendency to admit patients to ‘mental hospital (vide supra- 
introduction), or on the hy pothesis that pre- schizophrenics drift into the dis- 
organized areas. 

Similar results have since been reported from several cities in the American 
mid-west (e.g. Queen, 1940; Schroeder, 1942), and from Worcester, Massachu- 
setts (Gerard and Houston, 1953). The latter authors analysed the typical eco- 
logical distribution in relation to family setting, and found that the overall pattern 
was based on the residential pattern of a minority of patients — the single, sepa- 
rated or divorced men living alone. They therefore concluded that the overall 
central concentration of male schizophrenics was due to “drifting” or residential 
instability LaPouse et al. (1956) failed to confirm these findings for the city of 
Buffalo, but it is noteworthy that both their schizophrenics and controls were 
selected on the basis of residence in Buffalo for at least 25 years. 

Hare (1956), however, examined the distribution of schizophrenic mental 
hospital Bea from Bristol, England, and was able to confirm the main 
findings of Gerard and Houston. He concluded that the principal cause of the 
excess of schizophrenic cases in the central areas was that personality difficulties 
had led them to move there (“attraction” or drift “hypothesis” , Suggesting se- 
lection by residence, as by education, marriage, etc.). He also considered that a 
lesser, but still probable, causative factor was the social isolation of individuals 
separated from their families by force of circumstances (“breeder” hypothesis, 
suggesting a protective influence of family life). 
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The rural-urban rates for Canada (given in tables X and XI) are based on a 
definition of urban areas as being all towns and villages of over 1000 population. 
On this definition, the only apparent excesses of urban over rural rates are with 
respect to the organic psy choses of senility, alcoholism, pathological personality, 
C.N.S. syphilis and mental deficiency. Now there is good evidence that the 
higher urban rates for the organic psychoses of senility are due to a tendency to 
hospitalize cases whose symptoms would be tolerated in a rural community (Buck 
et al., 1955b), and are also related to distance from mental hospital (Buck et al., 
1955a). It appears that similar considerations apply in the case of mental de- 
ficiency, and to some extent in other psy chiatric disorders. Any true differences 
in incidence according to rural-urban residence cannot therefore be determined 
from these first admission rates, but there is indication that such differences in 
incidence are complex in origin. 


SUMMARY 

[his is the third and final part of a study of factors influencing first admission 
rates to Canadian mental hospitals, and consists of an analy sis of variations in these 
rates (during the period 1950-1952) according to education, marital status, 
country of birth, religion and rural-urban residence. 

In the two earlier parts of this study, variations according to time and place 
were analysed, and it was concluded that first admission rates do not simply re- 
flect incidence, but that other basic determinants include such factors as the re- 
liability of data and calculations, social judgement concerning what constitutes 
mental abnormality, social demand for mental hospital care, availability of mental 
hospit: 11 accommodation and of alternative facilities for psychiatric treatment, and 
variations in diagnostic criteria. 

Nevertheless, variation in first admission rates may also result from variations 
in incidence, and in this event differences in rates between social groups may be 
interpreted as due to either selection (on the basis of established abnormality or 
of predisposition) or protection (against precipitating environmental stress or 
deprivation). 

Che present study confirms previous findings of high first admission rates 
among those of limited education; among the single, widowed and divorced; and 
among the foreign born, particularly fairly recent immigrants. 

It appears that, in so far as these rates reflect differences in incidence, the 
latter are predominantly related to selection rather than protection; and it is 
postulated that selection (by education, marriage, migration, etc.) occurs on the 
basis of such factors as phy sical health, intellectual capacity, emotional stability 
and socio-economic opportunity. 

Differences in rates according to religious affiliation and rural-urban residence 
have been discussed, and appear to reflect interaction of a number of variables. 
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Résumé 

Ceci représente la troisieme et derniére partie d'une étude des facteurs qui 
influencent le taux des premieres admissions dans les hopitaux mentaux du Canada. 
C’est une analyse des variations de ces taux (de 1950 a 1952) selon l’éducation, 
l'état marital, le pays d'origine, la religion et le lieu de résidence urbain ou rur: al. 

Dans les deux premieres parties de cette étude, les variations selon le temps 
et le lieu furent analysées et la conclusion fut que le taux des premi¢res admissions 
ne reflete pas simplement la fréquence de la maladie mais que d’autres déterminants 
fondamentaux jouent aussi une role tels que la véracité des faits et des calculs, 
opinion publique sur les anormalités mentales, la demande d’hospitalisation, le 
nombre de lits disponibles dans les hopitaux mentaux ou les facilités pour d’autres 
traitements psychiatriques et les différences dans les critéres de diagnostic. 

Néanmoins, les variations dans les taux de premicres admissions peuvent aussi 
résulter des variations dans la fréquence. Dans ce cas, on peut interpreter les 
differences entre divers groupes sociaux comme étant dues soit a la “sélection” (se 
basant sur des anormalités ou des prédispositions déja établies) soit a la “protection” 
(contre un milieu traumatisant). L’étude actuelle confirme des données anté- 
rieures sur les taux élevés de premieres admissions parmi les gens peu éduqués, 
parmi les gens célibataires, veufs et divorces, et parmi les emigrants, surtout parmi 
ceux arrivés récemment au pays. 

En autant que ces taux refletent des differences de fréquence, ceux-ci, 
semble-t-il, sont reliés plutot a la “sélection” qu’a la “protection”. L’on suppose 
que la sélection (par education, par mariage, par migration, etc. . .) se produit 
selon des facteurs tels que la santé phy sique, la c: apacité intellectuelle, la stabilité 
émotionnelle et les opportunités socio-economiques. Les différences de taux selon 
les religions ou le lieu de résidence urbain ou rural ont deja été discutées et 
semblent refléter interaction de nombreux facteurs variables. 
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